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: Page 3 shoutd be used as a burial-transit permit. 


id to the Chief Medical Exominer’s Office along with form PM3. Page 5 moy be retained fo 
Gent. prior ta burial. cremation, or removol, and 


cate, writing the word “pending” ia pencil in Hem 18. Give Poges | 


4 shauld be for 
TO FUNERAL DIR 
or its designate 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 hours after death. 
execute the ¢ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1355% MEDICAL EXAMINER’S CERTIFICATE OF DEATH 
1, PLACE OF DEATH 7 — 


e. COUNTY 
Carroll MARYLAND 
b. CITY OR TOWN (it ovnide covporote mis, wie RUEAL |, LENGTH OF STAY IN Ib 


Sykesville (Rural) So 70S 423 


Reg. Dist. 
2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 


ese Maryland ee Balto.City 


¢. CITY OR TOWN (If outside corporote limits, write ee ond give nearest town) 
Baltimore Vol-¥ 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street address) d. STREET ADORESS e. is. RESIDENCE } 
Springfield State Hospital 725 S, Bond Street ves 0) No 
3. ee ie First : facets Lost 4. oped Month -— Veer? 
Rise er print Mary. Smialkowski Anderson Dea December 9 78 
6. COLOR OR RACE |7. MARRIED IK] NEVER MARRIED [J] 8. DATE OF BIRTH 9 AGE in voor [IF UNDER 2 IF UNDER 24 Ha 
bil 
White [wow ovorceoQ) | January 27, 1893 ee ro || peal iil [Dd a 
100. USUAL OCCUPATION {cre kind of work done] 10b. KIND OF F BUSINESS OR INDUSTRY | 11. BIRTHPLACE aoe ‘ar foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during matt of working life, even if relired} 
Packing House Employee Unknown Ma USA 


4, MOTHER'S MAIDEN NAME 7 sephiine Pilachowski 


13. FATHERS NAME Stand slaus gier 
ne aid Sephie-Polaskt es 


Louis. 


15, WAS DECEASED EVER IN U. S, ARMED FORCES? |16. SOCIAL SECURITY NO. |17, INFORMANT = 
Vea om etninger) | See a Sh eee dino 406 ge Stre ae 
No a fe 4 Hospital Records: — 


18. CAUSE OF DEATH [Enter only one couse per line for (0), a “end (¢).] 


PART | DEATH MOSiATE-OnUst (a) Acute myocardial infarction with perforation of 
YU2041 DUE TO left ventricular wall, 


Conditions, if ony. = Generalized arteriosclerosise = 


INTERVAL BETWEEN 
INSET AND DEATH 


nimown 


gove lo immediote coure 
fo}, stoting the underlying, CUETO 
couse lon. (qj _— 


ra Se P . U, OTHER SaNICican eS EE CONTRIBUTING a BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}|19, WAS AUTOPSY 
ophrenic reaction, pa id 

5 y parano: type. Ve iss so 

& [200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port I! of item 18.) * 

& | PRIMARY (or CONTRIBUTING OD 

& | CAUSE OF DEATH. 

2 : = = 

3% [20e. TIME OF INJURY Menth, Doy. Yeor —[20d, INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, 1204, (City or town) (County) (Stote) 

Fal Hour 9. m. While Not wile foctory, street, office bldg,, etc.) { 

= ‘ot work [] of work [] i 


21. I certify that | taok charge af the remains described abave, held gn betes Inspection Inquiry 


opinion d resulted from: Natural causes FE]. Accident [[]. Suigide (C1, Holnicide fa, Undetermined manner [_] 


LAE ay IEF MEDICAL EXAMINER [7] el 
a si "ASSISTANT MEDICAL EXAMINER [7] 
James T, Marsh, M.D. _ DEPUTY MEDICAL EXAMINERS] December 225 1958 
Tle. BURIAL, CREMATION, | ib. DATE THEREOF = Tne. NAME OF CEMETERY OR CREMATORY Tid. LOCATION | (City. town, or county) (Stote) - 


Lid mrad 12/26/58 _ 


«Stanislaus 6 
2. FUNERAL DIRECTOR’ 'S @ We AODRE 
Adeorge Web, Jos A Ge af 


1300 Dundalk Ave, Balto,Md. 


@4o. REC'D BY, REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


pate /# /- a: 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
43552 CERTIFICATE OF DEATH ee eae] 


= 


8 1 ease arcet f: Rect Usa (Where deceosed lived. If institution: Residence before odmission) 
BQ 0. STATE b. COUNTY 
®E erro mariano | Meryland SON A ftfBalto. Co. 
5:3 g b. CITY OR TOWN (If outside corporole timits, write [| c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give neorest town) P 
8 RURAL and give nearest tawn) pee eh ‘S V 
ay e e S.10mos ,184 } : 
3 ¢ MAE OF poeta {If nat in haspitol, give street oddress} d. STREET ADDRESS. @. IS RESIDENCE 
/ Page OR INSTITUT! ON A FARM? 
os pringfield State Hospital vs] NOT 
3. NAME OF First Middl. Lo 4. DATE AZ 
pee irs iddle ms DA Month Day eat 
(Type or print) Blanche DEATH December 2 19 58 
$. SEX 6, COLOR OR RACE |7. saRRIED[-] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE {in years [IFUNDER ¥ YEAR] IF UNDER 24 HRS. 


lost birthday) [Months] Days | Hours | Min, 


bon papers. Pages 1 and 2 


white WIDOWED G3 Divorced [J 6 /12 /15 yts. 
£ 10a. us afi SC CUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during mos! of warking life, even if retired) 
2 =~ = ao U.S.A. 
‘oO 13. FATHER'S NAME 14. MOTHER'S MAIDE! 
8 Jemes Richard Archer Mary Witz. Hobbs 
ae = 
Fs 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
E {¥e1, no. oF unknown) (Mt you, give war or dates of service} 
ad ae. MES 2 Springfield Hospital Records 
g 18. CAUSE OF DEATH [Enter ‘only one couse per fine for (a), (b), and (c). ] ONE aNoInee 
a PART I. DEATH WAS CAI Y: 
5 IMMeDAte cause o__Mrteriosclerotic cardiovascular heart disease ears 
tS DUE TO 
= Conditions, if ony, which {b) 
E gove rise 10 immediote 
& couse (a), stoting the under. ( OVE TO 


lying couse fost. (). 


R: After this certificate has been signed by the attending physician and completely filled in by 


< 
J 4 
235 é Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
gos a 
G82 é B asso h artory disturbance with psychotic reaction. yes(] No 
Piss = | 20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
3 & | OR CONTRIBUTING LJ CAUSE OF DEATH 
es2 © | (F EITHER, NOTIFY MEDICAL EXAMINER! 
sic ) 
os & [20c. TIME OF INJURY Marth, Day, Year | 20d. INJURY CCCURRED 20e. PLACE OF INJURY (Home, form, | 20¢. (City or tawn) (County) (Stole) 
B28 6 Hour o. m. While Not while foctory, street, office bldg. ete.) | 
ane 2 pm. lot work [[] at work [J : 
ie 
= 5 
SS> 21. | certify that | ottended the deceased fram,...10/20 eee 195k, to A2/I/58 19.____,thot | last saw the deceased 
£<2 
£e8 
™ 
a 
o 


ative on__12/1_ 58... and that death rae at. 9340 8M, from sie causes and on the date stated above. 
> y S ADDRESS (Street, city or town, stote) DATE SIGNED. 
z SEU o. ... Springfield State Hospital 12/1/58 


NAME (ype) Anund Lusthaus ...Sykesville, Maryland 


220. BURIAL, ciseecvy 2%. DATE THEREOF ‘We, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, ar county) (Stote) 
MOV y 
Bu rts nt” 12/4/58 idon Balto 


INERAL:DIRECTOR'S SIGNATURE, 2 9  » eee ; a Hg. 2da. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Wy 7, § 
7 Dod he COZ. FL oMEC 5 ‘58 Cnthun £ Faas 


may be ret 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 
TO FUNERAL 


y 
(C7 


ro! director, 
be filed with 


ww. 


Pages | and 2 sh: 


Therpledse remove carbon papers. 
thin 72 hours after deoth. 


After this certificote hos been signed by the attending physician ond completely filled in by th 


‘nd 


page 3 should be Getached for use os the burial-transit permit. 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 haurs ofter deoth: Page 4 
moy be retained by the hospitol or ottending physicion. 


TO FUNERAL DIREC; 


VS A15 (4) 
15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 5 i 
43553 CERTIFICATE OF DEATH og une oe 


MEDICAL CERTIFICATION 


poeta hi a =. (Where deceosed lived. If institution: Residence before admission} 
o. 0.) b. COUNTY 
Carroll ge) ac " Maryland Baltimore 
b. CITY OR TOWN (if outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ©. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town), Ms 
Sykesville (Rural) lm, 9 di Baltimore y 4 
d. ae: OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 2002 Swansea Road yes] Nom 
3. ay gE 3 First Middle Lost 4. Rete Month ia Yeor 
Kapa oe orian Ma: Antoinette Beck beatH ~——sdDecember 1958 


5. SEX 6. COLOR OR RACE 


7. MARRIED [[] NEVER MARRIED 7] | 8. DATE OF BIRTH 9. AGE (In years 2 UNDER 24 HRS. 
* lost bisthdoy) [Months] Days | Hours| Min. 
Female White |wooweQ _ovorceo J | Febru 11, 1881) 77 


100. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 


Unknown Maryland UsSehe 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
John Beck Unknown 
15. WAS DECEASED EVER IN U. $. ARMED. eee 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
{Yer no, oF unknown) {if yes, give wor or dotes of service} 
pringfield State Hospital Record 
18. CAUSE OF DEATH [Enter only one cause per line far {a}. (b). ond (c}.} PG oe es) 
PART |. DEATH WAS CAUSED BY: 
: IMMEDIATE CAUSE (o).__ Bronchopneumonia days 
416 oH DUE To 
Conditions. if ony, which w__ Rheumatic heart disease ears 
gave rise 10 immediate 
couse {a}, stoling the under- ( DUE TO 
lying couse lost. J) / {c) 
ay. M OTHER ae CONDITIONS: CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN etab— 9. Te aaeeoes 
ronic brajn syndrome aT ocd ated with dist bance 0 owth, meta 
kK mo on,” wi d a nea on ves fg) NoO 
200. ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE FW inne eecOneOT a nature ‘of injury in re Tor Port 1! of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(UF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home. form, | 1205. (City or town) (County) {Stote) 
Ce Wahlen. “haat oie foctory, street, office bldg., ca 
p.m. 19 Jot wark [J ot work [J 
21. | certify that | attended the deceased fram___July 1, ____, 19.57., <isgieban io. 19.58. that | last saw the deceased 
alivean December 10 _____ Bap ees Ma and that death accurred at7225.8M, fram the causes and an the date stated abave. 


Be. ADDRESS (Street, city or town. state) DATE SIGNED 


Rise A, no. Springfield State Hospital 12/10/58 


Sewature 
ee Rita S. Glahn, NM, “s in Spade j 
CA) i = 
Sear ie yj eS y; vee 5 ore 24o, REC'D BY REGISTRAR | 24b. a A 
(PMN CAG AAC. DATE DFC 15 '58 Orihun § Kiesh 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1354} 
33554 MEDICAL EXAMINER’S CERTIFICATE OF DEATH s 


FOR STATE Reg. Dist. No. 
HEALTH DEPT. 1. PLACE OF DEATH lived, If int fe pare before ee, 
: SE . a, COUNTY 2 if hinvdane b. COUNTY £7 “peter? ale y 
o4 wd & LL. 
a*s t b5CITY OR TOWN iv vA a Hin, rte RURAL c. LENGTH OF STAY IN 1b CITY OR yi (t outside corporate limits, write RURAL “y give neorest ha 
ae Fes operon “ 
g Vy Pra) ive Tye [epson 2 AG 1 see 
oe g 
& d. NAME OF HOSPITAL OR INSTITUTION (If nat in haspilol, give stree! address) d. STREET ADDRESS ) e. Page ho 
SPRe , &6 owes ca 440 fi VTA a = _|yes No Ry 
3 en = —=— ——— 
BEssR 3. NAME OF First Middle Lost 4. DATE 
SS858 oF 
eae tie or nin 7 1M FE MES ffs Beg | sm Do 
So cd 25 5. SEK t COLOR OR RACE, |7. MaRRIeO ire . DATE OF Ie. SPACE wairees 
“ogg mate Colored |woown pt) oworeog | /— [F3% ae yes 2 =, 
Fas Too. USUAL OCCUPATION (Give kind of work done] 10b. KINO OF BUSINESS OR INDUSTRY [1]. BIRTHPLACE (Stole oy foreign country) 12. CITIZEN OF WHAT COUNTRY? 
SaBs he * during most of working life, even if retired LB L8 yy, VA Ue tS 
pated \ OKLR=- oO. “mc i =e 4 
cake MOTHER'S MAIDEN NAME 
S39 BF 13. FATHER'S NA\ ZB M4 yy, 
eee fe Same s OF ely Ly lenv7ege FPR CA PES a 
Sobek 15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
xgee E Wen 10, er unknown) (Gall gie wat ac BGA Teves if- 2g. 2232 Wier pret £ Ei WBe/l NG We. 
¢ 2. No | LYE 19 =) 7 ee 
£e3ts 18. CAUSE OF DEATH [Enter only one couse per line for (0). (bl. ond (c).] = 4 INTERVAL BeTwvtety 
Fe Psn WAS CAUSED 8: De ay % 
a PART |, OEATH ‘AUSEO 8Y: SK ae Q a 
Bese 5 IMMEDIATE CAUSE (0) sree —_ af. Ma 
Seeks g/6X 
S285 i DUE TO . 
“= oO 
StBaE Conditions, if any, which eL Ab +d Pe os os ; a 
SRE e gove rise to immediote cove E = 
Dees (0), sloling the undertying 
Pie ry comelot, e 4 
= 2 & 5 2 PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|F9. WAS AUTOPSY 
gouve 
cee sis yest] no 
SSoks 
essse a 
=e: 3 g 3 200, EXTER 3 CAUSE WAS @ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port Il of item 18.) 
Sy Rae or : 
= o22% eer Bente Collision of M.V. with M.V. _ 
Lar = ; 0c. TIME OF INJURY Month, Doy, Yeor 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, | TOF. (City or town) (County) (Stage) 
seBGo Cf. H, il Not whit ee 
Foye hE CALE Flor work [] otwork “LS 
Zeegs 
ae sek cA I certify thot | took charge of the remains aecrbee above, held on Autopsy a sake ion a] Inquiry Re and in my 
SE REE apinion deothcesulted from: Noturol couses [], Accident ix Suicide [[], Homicide (J, Undetermined manner [1] 
~%6 o 
S Pe ) Mar h DATE SIGNED 
vv ~o 
8 as = _ elena ee “2 e ih/ Mo, CHIEF MEDICAL EXAMINER [7] / 
Pee 4) + ASSISTANT MEDICAL EXAMINER Pr SH 
Agee 1 3 
gtoss saan J Am eES oF we AR SF DEPUTY MEDICAL EARN wf 
&S8Zs He. BURIAL CREMATION, '2ab. DATE THEREOF OR CREMATORY ; C town, 
Gttem 2 ecify 
io? BFL | f2-LeSi Auls 
c. ih a 3. FUNERAL DIRECTOR'S S! 24a. REC'D 5 sof R 


) Hick ; Frederik Ad ' 


raat 69 [Charles 


oarDEC 2 * 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 4 * 
23547 CERTIFICATE OF DEATH ae 13042 | 


toed 


+e 
3 a 1. PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before edmisson) 
g 3 Carroll = marviano |} °° Maryland °°" Baltimore 
By Bb. CITY OR TOWN (If outside corporote limits ©. LENGTH OF STAY IN Ib ©. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) / 
RURAL ond give nearest, tawn) 4 
estminster 6 weeks Reisterstown OX - 
— Q d. PRUE celia: {If nat in haspital, give street address) d, STREET ADDRESS e. pape 
i 74) fordan’s Convalescent Home 509 Main Street ves NOX] 
6 3. NAME OF First Middle lost 4. Date Month Day Yeor 
3 {Type or print Herbert Newton Berryman rath December 14 1958 
& S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED ff] | 8. DATE OF BIRTH %. AGE TE IF UNDER 24 HRS, 
jst pirthdoy 7 on 
M W wioowo[] _owvorceo) | July 13 1890 4 val ae eed 


Wo. USUAL OCCUPATION (Give kind of wark dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 


he 


duzing mast of working life, even if retired) 
3 ineral director | Self employed USA 
s 12. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
2 William Berryman Susan E beth W e 
3 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. | 17. INFORMANT Address 
g 
. 


“Yes” World War"T|220-34-60h2 Oliver C Berryman Reisterstown Md 


INTERVAL BETWEEN 
IEATH 


Then plecse remove corbon papers. 


After this certificate hos been signed by the attending physicion and completely filled in by th 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter death? Page 4 


1B. CAUSE OF DEATH [Enter only ane couse pepe for (0), (b), and (c).] a 
PART |. DEATH Was CAUSED BY: “A, x ~ Mite ~ be ae...) chee ee) 
< : IMMEDIATE CAUSE (2) LV RA ye 
$ “YLT DUE To ‘ 4 5 

—5 H immedi : 

S gove rise to immediate : 

gc cause (0), stating the under ( CUETO = a 7 

s3 lying cause lost. a Z . 

6 " é Past IL. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a) | 19. 

2 vr) _ / 

38 3,470 

35 © [200. ACCIDENT WAS UNDERLYING [J__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part ar Port Il of item 1B.) 

a & | OR CONTRIBUTING LI CAUSE OF DEATH 

25 & [UF EITHER, NOTIFY MEDICAL EXAMINER) 

3& & [20c TIME OF INJURY Month, Day, Yeor | 20d, INJURY OCCURRED — [20e. PLACE OF INJURY (Home, farm, | 20f. (City ar tawn) (County) (Stote) 

95 3 Hour a. m. While Not while foctory. street, office bldg., etc.) ! 

S& $ p.m. Wat work (] at work [J ' 
eee tS ; 3 
ae 2.t arf that | attended the es oa hice 1% 195 Y/ that | lost saw the deceased 
r 22 . 
7 o 3 alive on AX<¢ in ey Ue 95 Fe |. from the causes and an the date stated abave. 
i © J A SS (Street, city ar ftawn, siote] DATE SIGNED 
Bor. ACTUAL , ve 
Buss SIGNATUR 2 0... A Ltrdkel heal ipcrctmma | Mec 15 L483 
oR / W, 7 
B25 PHYSICIAN'S ; 
eg28 Nowe Herel tae eMC WAM OM ET 2h ee 
22 ‘i > To. BURIAL CREMATION, 7b. DATE THEREOF Tic. NAME OF CEMETERY OR CREMATORY 7d, LOCATION (Cily, tawn, ar county) (State) c 
~S et rE pecify) " 
be be BETSY’ [Dec 17 1958] Druid Ridge cemetery | Pikesville iate 

= 23. FU yy ‘Al, DIRECTOR'S SIGNATURE ADDRESS Dho. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


VS A15 (4) : O 
1Sm WS? ow EA Lit AYLEA 2.0 (6 p Va DAT! 


= 


1 


File pages 1 ond 2 with the State B 


Office along with form PM3. Page 5 moy be reto 


iner's 
‘OR: Page 3 shautd be eased os o burial-tronsit permit. 


icate should be executed within 24 haurs after death. 
ate, writing the ward “pending” in pencil in Item 18. Give Pages 1, 2, and 3 to the funeral direcior. 


agent. prior ta burial, crematian, or removal, and in any event within 72 haurs ofter death. 


rded to the Chief Medical Exom' 


al 


4 should be fo 


3 
i] 
© 

= 
e 
3 
re 
ry 
x 
e 


cems 18221 PizMARYLAND.STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 13543 
+ MEDICAL EXAMINER'S CERTIFICATE OF DEATH = 4 
2043 


FOR STATE Reg. Dist. No. 
—_— DEPT. 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
ee ¢. COUNTY ©. STATE b. COUNTY 
884 arroll MARYLAND Maryland Carroll 
ace 5 B, CITY OR TOWN {it outside corporate limit, write RURAL ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give neorest lown) 
= 5 hes end give neorest town) ~ 
oS a /2 Westminster 3 months y x a 
g 3 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitol, give street oddress) d. STREET ADDRESS e ee 
eve ath ‘ - 
5) | Sullivan Ave. 201 Sullivan Ave. ves] No [X 
Bes 3.NAMEOF i iddl oe 
3 BECEASED. First Middle lost Doy Yeor 

f ‘ 

> a a Lawrienc 2 emia!) 
5 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED KJ] 8. DATE OF BIRTH 9 AGE tin veo [IEUNDER TYEAR] IF UNDER 24 HiS._ 
= sine Hours | Min. 


‘Months | Doys 


widoweo [] bivorceo (] Sept.11, 1958 


Oo. USUAL OCCUPATION ror kind of work done] 10b. KIND OF BUSINESS OR =, i BIRTHPLACE (Stote or foreign country) 


yn. 


2. CITIZEN OF WHAT COUNTRY? 


DB. S&S, Ay 


during mast of working life, even if retired) 
none 


Hanover, Penna. 
3 MOTHER'S MAIDEN NAME 


13. FATHER’S NAME 


Lawrence Max aed gr. 


Princess Dolly Taylor 
17, INFORMANT Address 


Lawrence Max Beyer, Sr.- -Westminster, Md 


15. WAS DECEASED EVER IN tf. $. ARMED FORCES? |16. SOCIAL SECURITY NO. 


Nex, ne, oF vninown} | Itt yes, give wor or dates ot rerviee) 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] 


PART I. DEATH WAS CAUSED BY: i 
eos ey No Anatomical Cause of Death Found 


7 G55" ouE To 


Conditions, if any, which ot 


to immediate couse _ 


INTERVAL BETWEEN 
ONSET AND OFATH 


{0), stoting the underlying{ OUE TO 
couse lost. a a te. 


PART 11. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yoyls, WAS Toke 
a ee a “ORMED? 
vest) No [] 


20s, EXTERNAL CAUSE WAS. |. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Por or Fart It of item 18.) 

CAUSE OF DEATH. 

20c. TIME OF INJURY Month, Doy, Yeor 
Hour 9. m. 


20d. INJURY OCCURRED [20c. PLACE OF INJURY (Home, form. 1 20f, (City or town) (County) (Store) 
While Not while foctory, street, office bldg., ete.) | 


ot work [[] at work H 
2). I certify thot_L took er of the regoins described obove, held on Autopsy [¥f, Inspection [[], Inquiry [J], ond in my 
Suicide mS Homicide CD. Undetermined manner [3] 


MEDICAL CERTIFICATION: 


. p, CHIEF MEDICAL EXAMINER o DATE SIGNED 
- ASSISTANT MEDICAL EXAMINER [3 12-2));=-58 
RRNA Riaseienaanianenn 


EXAMINER'S 
NAME (Type) Paul F _Guerin, M “De DEPUTY MEDICAL EXAMINER [[] 
BURIZ TION, [22b. DATE THEREOF dec NAME OF CEMETERY OR-EREMATORY 


te. Wberezal' 


ESS - 


INVVVVVXVV 


juneral 
be filer 


(; 
KN 


Pages | ond 7 


J completely filled in by 


= 


icion an 


oN 


Then please remove corbon popers. 


ing physicion. 


: After this certificote has been signed by the attending phys 


toched for use as the burial-tronsit permit. 
|, eremotion, or removal, and in any event within 72 hours ofter death. 


‘OR: 


a 


P HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the deoth certificate be executed within 24 haurs ofter deoth: 
the registrar prior to buriol 


may be retained by the hospitol or attend’ 


© FUNERAL Dir, 
poge 3 should 


ND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 13544 
413555 CERTIFICATE OF DEATH seiksnd, Sie : 


2. in RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


ORYL PMD "$9" CH PROLL 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limits, write RURAL and give neores! lown) 
Ye 


RURAL ‘ond prs negrent town) / WEE, 4 pH a .. via . WA fn 


a NAME OF HOSPITAL (If not in hospitol, give street oddress) . STREET ADDRESS © 1S RESIDENCE 
OR INSTITUTION 7 ON 


1. PLACE OF DEATH 


MARYLAND 


3. NAME OF First Middle lost 4. DATE Month 


Day Year 
DECEASED | ; 2 OF mn 5 
ter SESS/E 7 B/C HAN) | tm fee 3/ whe 
5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIED oO 8. DATE OF BIRTH %. Fea wunee 1 YEAR! IF UNDER 24 HRS. 
E wiboweD [g—~ Divorceo [] CT. a26- LSE 3 eee ares (acral arenas 


100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign sane 12. CITIZEN OF WHAT COUNTRY? 
Goring most of working life, even if retired) 
yy) a Ee LLRYLELD 


13. FATHER'S. NAME 14. MOTHER'S MAIDEN NAME 


4 


afore pen mes AYRE 
A UR DUVALL = STMUM LER 


Wbebs got BETWEEN. 


DEATH 
BY: it 
IMMEDIATE CAUSE (0 
DUE TO. 
Conditions, if ony, which rs AAQAA 


gove rite to immediote 
cause (0), stoting the under. (| DUE TO 
lying couse lost. te). 


Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}] 19. Was AUTOPSY 
yes [1] NO 


200. ACCIDENT WAS_UNDERLYING [} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Part I of item 1B.) 
OR CONTRIBUTING EJ CAUSE OF DEATH. 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Month, Doy, 
Hour oo. m. 


Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY fHome, form, ‘a {City of town} (County) {Stote) 
ite nae SoH foctory, street, affice bidg., etc.) 


MEDICAL CERTIFICATION 


p.m. 1 lot work [1] ot work 
21. 1 certify thot | gttended the deceased from, LA e' Rig ce, 8 to.. wre Ay: 1 BHhot | lost saw the deceosed 
olive o: | = ace rey Qa, Gh that deoth ocedrred 6 Bap, from the causes ond on the dote stated obove. 


DORESS (Street. city or town, stote} 


ttt2—Ree ae De lhrouer AS ALR pss Ste 


‘ Q 
PHYSICIAN'S 
NAME (Type)_ 17. WO, S 


Bi hewia C ee i Se sa ona 


TE SIGNED 


io 


[ 720. BURIAL, CREMATION, | 22 ety JAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or count (Stote) 
MOYAL (Specify P= a ‘a ¢ 
72 b Vt Le ae ha f 
23. FUNERAL re a” NAS i ADDRESS 0, + 2ha. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
LWA Hasletd, ote 2) ALA OABEC 2 4 ‘58 


7 hn Kauk 
oa 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 135 : 
& | 13556 CERTIFICATE OF DEATH sea oun me OOS 


18. CAUSE OF DEATH [Enter only one couse per line for {0}. (b). ond (c)-) 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE ‘o_Abscess in left lung 


‘S ix DUE TO 


INTERVAL SETWEEN 
Ol HR OF ATH 


se P 
3 =: “ae 4. EERIE PEATE 2 gm RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
° is 
= 3 Py i ‘ MARYLAND Warylan a b. COUNTY 
. ues Me b. CITY OR TOWN [If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
sa RURAL ond give nearest town) 3 2 ; ‘ A 
E Rural) Sykesville , Maryland 3mo. 19days Baltimore, 11 3Yo/. ¥- 
F. d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
be /’ = OR INSTITUTION ON A FARM? 
2 : pringfield State Hospital 920 W. 38th. Street ves T] No P§ 
°o 3. NAME OF First Middle low 4. DATE Month Do, Yeor 
- DECEASED OF 
3 {Type oF print) David Thomas Bowden DEATH 12 30 19 58 
2 5. SEX 6. COLOR OR RACE |7. MARRIED [X] NEVER MARRIED [] | 8. DATE OF aiRTe 9. AGE tinge IE UNDER ea Tanne a. 
ea 
é Male White |wioowe pivorceo [J 5-5-1895 63° “ g\ ee . 
iy Wo. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
a during most of working life, even if retired) U.S.A 
c Watchman _—- Masse SAL 
3 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
3 I Ezra Bowden Annie Cristie 
8 . WAS DEGESSEDEYER.IN U.S. ARMED FORGES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address. 
fas, 10, oF unknown! (1 yes, give wor or service 
- unknown | 7 027-05-2166| Records Springfield State Hospital 
& 
a 
i 
f 
ae 
Fo 


R: After this certificote hos been signed by the ottending physician ond completely filled in by thy 


ve Conditions, if ony, which (o -bilateral 

€ gove rise immediote 

8 couse (o}, stoting the under. ( DUE TO 
ges tying couse lost. 9) x. e 
sD yeia 2 eek 
Byes Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING, TO DEATH BUT,NPIT RELATED TO THE TERMINAL DI EN IN PART 1(0}[19. WAS AUTOPSY 
Beer 2! Chronic brain syndrone essocisted With CPOUlavory Gee FBP ERe 
238 Als Rees no e2 ct accion 
ous = [200. ee Beit CE ds DEStMEE HOW IRIUEP OCCURRED, (exter nature oF iniy ie Port For Port of lem TE) 

& |ORCONTRBUTING TI CAUSE OF DEATH 

Sz G JF EITHER, NOTIFY MEDICAL EXAMINER) 
S$ 58 § [20e. TIME OF INJURY Month, Day. Yeor ]20d. INJURY OCCURRED _[20e. PLACE OF INJURY (Home, form, 1208. (City oF town) (County) (Stote) 
5u8 a Heir atar mn! While Not white foctory, street, office bldg., ete.) 
3 i z pm <= Ww jot work fat work [7] eae == 
as 21. | certify that | attended the deceased from.___9=11. 19 SB to S290 F 19.28. thot | last sow the deceased 

2 . 
es 3 alive on__12— = ond that death occurred ot 9940 Pm, from the causes and on the dote stated obove. 
= a ADDRESS (Street, city or town, state} DATE SIGNED 


ACTUAL 
SIGNATURI 


+5 Walter Kno MD 
Cg ages Ee a 2 _... Sykesville, Maryland 


720. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Wc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote} 
REMOVAL eat) 
a K ei chway Mg 


23. FUNERAL DIRECTOR'S SIGNAT fa ADDRESS ha. “y ry sy iECiTAT 2b. REG! IST RAR’ p SIR ON ht 
Vs ANS (4) ne oor eg Da bd Lee pare SAN 9 


15M 10/57 


eS 


ao} 


Springfield State Hospi 


M.D. 


poge 3 should b 
the registror prior ta burial, cremotion, or remaval, and in ony event within 72 hours ofter deoth. 


s 
2 
3 
> 
o 
€ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 haurs after death: Page 4 


TO FUNERAL DIRK 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 13 5 4 a 
23557 CERTIFICATE OF DEATH Be tae ia 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
0. STATE Ma fs b. COUNTY 


—_ 
A’ 


1. PLACE OF DEATH 
COUNT — Carrol d MARYLAND 


b. CITY OR TOWN (if outside corporote limits, write | ¢, LENGTH OF STAY IN Ib 
RURAL ond give neares! town} Li Wo 
MOe 


Woodbine 
d. NAME OF HOSPITAL (if not in hospital, give street oddress) 


OR INSTITUTION 
ic) Abzel lursine Home 
: bectaseD Month Day Yeor 
(Type oF prin Jose PH SHEI'fow BRENIZE | am 12-30 19 58 


6. COLOR OR RACE |7. MARRIED §/ NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS 
last birthday) 
wipowep [J DIvorceD FJ 


Jane£8-1891 G7 ys. 


1). BIRTHPLACE (Stote or foreign country) 
Md 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joseph Brenize Jennie Bailey 


1s. ides Ps ydag saa IN U, S, ARMED FORCI 16. SOCIAL SECURITY NO. [ 17. INFORMANT Address Ba cia ino ore ie} 4 ¥ d ¥ 
Go 717707-6260 Nelite R.Brenize-1515 Asbury pa 


18. CAUSE OF DEATH [Enter only one couse per line for (0), oe ond (c)-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED 8Y: Cis €@ a CG Z fe ONSET AND DEATH 
a. IMMEDIATE CAUSE (0). 


' DUE TO : 
itions, if ony, which beste hrghise Zen, Ss 
gove rise to immediote 
couse (a), stoting the under. ( DUE TO : 
lying couse lost. () EB BR Cort) 


Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART VWa)|19. WAS AUTOPSY 
PER! 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest lown) 

Baltimore City 3y pul 

d. STREET ADDRESS e Se 
1313 As <8 Road veD NO 


eral director, 


Pages 1 and 2 sm * filed with 


12, CITIZEN OF WHAT COUNTRY? 


UsSehe 


fier death. 


g physician and completely filled in by 1} 


Then please remove carbon papers. 
= 


that the deoth certificate be executed within 24 haurs after death: Page 4 
|, cremation, or remaval, and in any event within 72 h 


quires 


ransit permit. 


FORMED? 


yes(} nol 


200. ACCIDENT WAS UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Part Il of item 1B.) 
OR CONTRIBUTING O CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 
Hour om. While Not while 
p.m. 19 Jot work [J ot work [J 


21. | certify thot | pttended the mes drome a2 2" Le4. it Fig een, ae to_ Ze. set ee : that | last sow the deceased 


20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
factory, street, office bldg., etc.) ! 


MEDICAL CERTIFICATION 


R: After this certificate hos been signed by the ottendin 


¢ hospital or ottending physician. 
roetached for use os the buriol 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re: 


Fe etary Corey tCiabey egueciliie\cecedsed Moms 225 2 (agen ean (9 ato eens Oreo eeneeers | eae 
5 olive on__- AP eS SS RY s .-.. and that death occurred ot 24 32_M, from the couses ond on the date stated obove. 
eS Si. ADDRESS (Stsee!, cityax town, stote) LL. SIGNED 
= AL 
ees) | |feitthe Prd 20 lhee 16 
fen o 
iB Ore PHYSICIAN'S 
ea2e NAME (Type! . 
82°90 22e. BURIAL, CREMATION, | 22b. DATE THEREOF ‘W2c. NAME OF CEMETERY OF=@ROREEEDOY 72d. LOCATION (ace county) (Store) 
~5.8° REMOVAL (Specify) - we 1 as 4 
gees Runte 9.57-58 Jessops Methodist CGhurch= pa yore My, 
2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS Pda. REC'D BY REGISTRAR 
VS AIS (4) \ Frank W. Seitz 814 UW, 36th, St. DATE’: 5: 


15M 10/57 \" 


‘ 


=o 


s 


Pages 1 and 2 


jeath. 


de 


Then please remave carban papers. 


cate has been signed by the attending physician and campletely filled in by 4 


|, cremation, ar remaval, and in any event within 72 haurs oftel 


3: After this certi! 
toched far use as the burial-transit permit. 


the registrar pri@r ta burial, 


may be retained by the hospital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 
page 3 shaul 


TO FUNERAL Di 


VS A15 (4) 
15M 10/57 


f 


x 


oat 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a 47 
23558 CERTIFICATE OF DEATH aot oud 


Be se es RESIDENCE (Where deceased lived. If institution: Residence before admission) 
ATE b. COUNTY 


c saute ‘OF DEATH 


* Mar yland 
b. CITY oF TOWN (If outside corporate fimits, write . CITY OR TOWN (If outside corporote limits, write RURAL and give nearest fawn) iH 
(a! ‘ond give neorest town) = j 
Baltimore City = 


d. NAME OF HOSPITAL (If not in hospital, give street address) 


OR INSTITUTION: 
eld Stabe Hospital 


Springfi 
¥ Po eal First Middle Lost 4. pen Month Day Yeor 
(ype or print) Edward E. Brooks crane December 27 19 58 


d. STREET ADDRESS 


337 S. Bentalou Street 


e. IS RESIDENCE 
ON A FARN2 


yes (] No 


5. SEX 6 COLOR OR RACE | 7. MARRIED [] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
lost eer Montht] Days | Hours | Min, 
Male White |wirowen — oworceo(] | 12=30~1896 61 » 


12. CITIZEN OF WHAT COUNTRY? 


Usaé 


10s. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 

during mast of working life, even if retired} 

Grain Hooker ...Cxtown Cork & Scal| Baltimore Maryland 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Robert M. Brooks Clara W. Ball 


15. WAS DECEASEDEVER IN U. 5. ARMED FORCES? hole SOCIAL SECURITY NO. 117. INFORMANT Address 


(Yes. no, oF unknown| [If yes. give wor or dates of service) 
: ‘ |" : 13-01-5364 Authur 0.Godman-337 S. Bentalou Street 


18. CAUSE OF DEATH [Enter only one couse per line for {0}, (b}, ond (c)- ] =# INTERVAL BETWEEN 


ONSET AND DEATH 
PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0}_ Lerhe LIOTLCLY 
“Lhe DUE TO 


Can 3, if ony, za | by 


gove tise 10 immediate 
cause (a), stoling the under. ( OUETO 
lying couse lost. (c} 


Fat I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNYOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
ian CPF a Lrg « + AAPA Bp PALIN Ttwa Pig. ves(] Not 


20a. ACCIDENT WAS UNDERLYING 1) ‘20b. BLSCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour o. m. While Not while 
p.m. 19 lot work [] of work [J 


21. 1 certify that! attended the deceased fr, me 27, i eo Sr 19.4<Sihat | last saw the deceased 
alive on ©, 19..4_, and that death accurred a G24) A. fram the causes and an the date stated abave. 


TADoRESS: (Street, city oF town, stole) i Lap wa 
AcTUAL 
SIGNATURE. wa a Ie 
t _ 


NAME thes 


20e. PLACE OF INJURY (Home, form, | 20f. (City or lown) (County) (Stote} 
foctory, street, office bldg., oe 


MEDICAL CERTIFICATION 


2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (Stote) 


Loudon Park Cemeter Beltimore Maryland 
ADDRESS 24a. REC'D BY REGISTRAR 24b, REGISTRAR'S SIGNATURE 


OE 1500 Eutaw P vaREG 2 9 '58 Aithun §. Aaa 


=, 


eral director, 
be filed with 


wo 


s 


Then please remove carbon papers. Poges 1 ond 2 


the reglstrar prior to burial, cremation, or removol, ond in ony event within 72 hours ofter deoth. 


After this certificate hos been signed by the ottending physicion ond completely filled in by 
-tronsit permit. 


hospitol or ottending physicion. 


‘ached for use as the buriol 


ie 


may be retoined 


TO FUNERAL OIRE 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours after deoth: Poge 4 
page 3 should b! 


> 


~ 


NAME OF HOSPITAL (lt nol in hospital, gi 


1. bata Ca a ae ae C 


b. oe TOWN {If ies ise me corporate limits, write 
‘UR lown) 


d. 
‘OR INSTITUTION 


3. NAME OF 
DECEASED 
{Type or print) 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
435493 CERTIFICATE OF DEATH a: 


_ eat oars (Where deceased lived. If institution: Residence before odmission) 


COUNTY os tae 
Ysdintey he ee CnnAth _ fitial (Uaragl 
©. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF autiide corporate limits, write RURAL ‘and give nearest town) 
7 ¢ 


Lfe2 : 


13548 


Pitty lt/tespla- 


street address) d. STREET ADDRESS e. 1S RESIDENCE 
f ON A FARM? - 
yes [J No —} 
First Middle apa Manth Doy Yeor 
sy ., i s 
ALA : _— So Beata Lees 14 WSF 


5. SEX 6, COLOR OR RACE |7. makrien EY NEVER MaRziED [} |. DATE OF BIRTH AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
/) 4b aS pone) Days mint 
iA wioowed [7] pivorceo [] oe SI SEG yrs, 


a USUAL OCCUPATION (Give kind of work mad 10b. KIND’ OF BUSINESS ‘OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
gp re ; - y 


hhes. 


oD, 


Ww. WAS DECEASED EVER IN U. S. ARMED aes 6. ‘SOCIAL SECURITY NO. |17. INFORMANT I Address 
(Yes, 19, oF unknown) (It yes, give wor or dates of service) fe" a ee 
“f) _— Lg gttnt hs (Serwr1. 


a 
9 
= 
3 
= 
i 
ts) 
$ 
8 
= 


alive an_. 


PHYSICIAN'S 
NAME (Type) 


gst of working Ji 


1B. CAUSE OF DEATH [Enter only one couse per line for (a), (b), ond 0] 
PART I, DEATH WAS CAUSED 


Li 


AER Bae Pilerts ke 


14, MOTHER'S MAIDEN NAME 


Chivas fC. Pian Le 


MMbardboan 


INTERVAL BETWEEN. 
ONSET AND DEATH 


BY: 2 
IMMEDIATE CAUSE o-hae 


DUE TO 
(b) 4° 
DUE TO : 
G 


Paar tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} | 19. WAS AUTOPSY 


20a. ACCIDENT WAS UNDERLYING [}__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part 1 or Port Il of item 1B.) 
OR CONTRIBUTING [7 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
}20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — | 20e, PLACE OF INJURY (Home, farm, 1 20F. (City or town) (County) {Stote) 
Hour 9. 9. While. __ Not while foctory, street, affice bldg., etc.) | 
p.m. 19 lot work [J ot work [] i 


21, | certify that | attended the deceased fram PLES 9... ta_LALLZ IE, 19.____,that | last saw the deceased 


RFORMED? 
yes] NO a 


2 GUE Sn. 12. and that death accurred at LZLE Gan fram the causes and an the date stated above. 


=——_ z ADDRESS (Street, city of town, stote) DATE SIGNED 
congo y ae Sol te Ale eg In : 


E. Robertson wo--ge--. New Windsor,._Mda 


To. the ACHENATION, iy DATE ue mee OF CEMETERY OR CREMATORY 7 Td. LOCATION (City, Ipwn, of county) Stote} , 
fib if Js J # t; y 
(Uee- Le Lena Cp gd LXte 
23. oa DIRESTOR'S SIGNATURE ‘2do. REC'D BY,REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
d Le, £f— 72 g Z G Cy oaEC 17 58 Clithua £ Fiasae 


3 
so] 
%, 


Pages 1 and 2 sh 


Then please remave carban papers. 


After this certificate has been signed by the attending physician and completely 


oched for use os the buriol-transit permit. 
the registrar prior to burial, cremation, ar removal, and in any event within 72 hours after death. 


Se 


may be retoined by the hospital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter death: Page 4 
page 3 should bi 


TO FUNERAL DIREC 


VS AIS (4) 
15M 10/57 


i 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 
Nennie F. Browne 413559 CERTIFICATE OF DEATH am Foods 


Reg. Dist. No. 
Ts Ye Mea rly 2% eee RESIDENCE (Where deceased lived. If institution: Residence before admission) 
-- ° b. COUNTY 
Carroll see Ae Maryland Beltimore 
b. CITY OR TOWN {If autside corporate limits, write | ¢. LENGTH OF STAY IN Ib. c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give neorest town} 
Sykesville "(Rural Jon ye My 2. Baltimore y 
d, NAME OF HOSPITAL (If not in hospitol, give street address) d. STREET ADDRESS. @. 1S RESIDENCE 
=e inet es ; ON A FARM? 
Springfield State Hospital 21S. Carey Street, ves (] NOG 
3. NAME OF Fi Middle 4. DAI 
DECEASED : irst iddle Lost pre al Month Doy Ye 
(Type oF print) Nannie F. Browne eel December 1 1958 


5. SEX 6. COLOR OR RACE | 7 7RENDEM PO ROOCMAINMEMN | 8 DATE OF BIRTH GE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
* oreinbeyh Min, 
(IRs e Waite woowog german [September 30, 1864 un Rea 
NOa. USUAL OCCUPATION. {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife Virginia U.S f. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Joseph R, Jeffries Miranda Hutt 
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
TYes, no, oF unknown), Af yen, give wor or dates of sermce! e “ : BB g4 ‘ 
no none Springfield State Hospital Record 
1B. CAUSE OF DEATH [Enter only one cause per line for (0). (b). ond {c)-} INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: A * ONSEL ANG DEM 
IMMEDIATE CAUSE fo) _Churonic rheumatic heart disease years 
LL/0X DUE TO 
Conditions, if ony. which Mitral stenosis S 
gove tise to immediote He 7" eae 
couse (o}, stoting the under- par, . 4 
g couse lost. «»__Generalized arteriosclerosis Years 
Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo) | 19. acorns 
Manic depressive reaction, der sed type vs @ NoO 


200. ACCIDENT WAS UNDERLYING 2 [20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | ar Port I! of item 1B.) 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 
20. TIME OF INJURY Month, Doy. Year [20d. INJURY OCCURRED —/20e. PLACE OF INJURY (Home, form, | 20F, (City or town) {County) {Stote) 
Hour a.m. While. Not while foctory, street, office bldg., etc.) 
pom. 19 lot work [] of work [J 


21. 1 certify that | attended the deceased from_November._1.,, 19.25, to. Nenouber 13, 19.52. that | lost sow the deceased 
eae ns, 19 ee 


MEDICAL CERTIFICATION 


alive an_~ _... and that death accurred at.L0% 302M, fram the causes and an the date stated abave. 

a ADDRESS (Street, city or town, stote) DATE SIGNED 
Senature >... Springfield State Hospital... 12/1/58 
Name tives) Elisabeth Knopp, Me D, usOykesvil les Mervigg Je 1a ee 


Zo. BURIAL. ai 2%. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ‘i LOCATION {City, town, er county) {State} 
Rl ey i 
ria Woodlawn Ceme 
Pye ed batons he pes Pe A Qdo. REC'D BY REGISTRAR | 2b. REGISTRAR'S SIGNATURE 
FALL aek a 0 [7 lo pee 1 758 Lun Hrs, 


© HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificote be executed within 24 hours ofter death. Page 4 


Pages 1 ond 2s! 


Then please remove corbon papers. 


hed for use os the burial-tronsit permit. 


es 
fo bu 


TO FUNERAL DIR! 
poge 3 should b 
the registeor pri 


MARYLAND i 5 tab ge me OF HEALTH BALTIMORE, 18 


rs 11lmGé 8) 5 5 0 
43560 CERTIFICATE OF DEATH eaatoianee ue 
a fare Sette 2. O State RESIDENCE (Where deceased oe ee Residence before admission) 
"A bis cliers: 2 LLU ttc Dt 


b. CITY OR TOWN (If outside corporate fimits, weite 
RURAL ond giye neores! town} 


| “6. CITY OR TOWNY|If ounide corporate limits, write RURAL ond give nearest town) 
di J 2 SO ©) mw 
LZ a LizZt ra SCALE LONG 4 (/ 


STREET ADDRESS @. 1S RESIDENCE 
‘ON A FARM? 
Aga a) ves] NOB} 


3. NAME OF Middle 


hore LAURA Hae SURNE 


Month Yeor 


Boy : 
DEC. 257 »SP 
9. AGE {In years IF UNDER 1 YEAR! IF UNDER 24 HRS. 


lost birthdey) [Months Days 
yn 


ey) 6 COLOR,OR RACE |7. MARRIED [[] NEVER MARRIED [J ee OF BIRTH 
TE le | L4L2 wivowen E}-— pvorceo O | Seo 2 /, 1886 


g. USUAL OCCUPATION (Give tind ¢ of cass done] 10b. KIND OF BUSINESS OR INDUSTRY "FB BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
os me pes! of ete lite, even jF retired) 
LALLA 
MOTHER'S MAIDEN NAME 


— 
grie Pade OZ 


15, WAS DECEASED La IN U.S, ARMED rote 16/SOCIAL SECURITY NO. | 17. INFORMANT Ot eA THA; C728, g 
Vas, 00, oF unknown) IIE yes, give wor or dates of service) Z ; ‘ t H 
Pe NL I 9-22. eli LLitalMcwe. f 2 


18. CAUSE OF DEATH Ga or only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED 8Y: OO ae é Oe, ey iS a a 


IMMEDIATE CAUSE (0) 
DUE TO 


13. nee ey 


cote (0}, stoting the hie: DUE TO 
tying cause lost. (©). 


Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !(0)|19. WAS AUTOPSY 


ERFORMED? 
yes] NO 
200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING CI CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, ae Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY IHome, form, | 20F. (City or town) (County) (Stote) 
orl ada: While el stile foctory, street, office bidg., etc. 
pom. lot work [J ot _ 


21. | certify that | attended the deceased from LA = 2s 19S SY to LAA =... 19s Gthat | last sow the deceased 


MEDICAL CERTIFICATION: 


olive on__d ot ae 1S 8_., ond that death occurred of _________.M, from the couses ond on the dote stated above. 
ADDRESS (Streel, city or town, stote) DATE SIGNED 
sent wo. AOS 


——, — 
Reet / A MES 7 Re oo Mest mast AND. 
220. BURIAL, cy 2b. rn THEREOF Z2c. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) (Stote) 
gRSMOVAL wy gi ay ys S 
Cia k| ELLA GA CAM SU \ LYELEAAT BA LL 
{/ 


ERAL ion 'S te 24a, AEC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 


pate DEC 3 0 '58 Crthun &, Fiasad, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death: Page 4 


he hospital or attending physician, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 - 5 51 
43562 CERTIFICATE OF DEATH i 


* Reg. Dist. No. 
2 3 m 1. PLACE OF DEATH rs veeat oo ina (Where deceased lived. If institutian: Residence before admission) 
& 2 f a. COUNTY MARYLAND a. b. COUNTY 
os 4 Carroll faryland Baltimore ‘4 
a) b. CITY OR TOWN (If outside corporate limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (IF autside corporate limits, write RURAL ond give nearest town) 
$2 7 RURAL and give nearest town) ey 
ao Rural — Sykesville 10_days Baltimore 1) OIX 
d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e IS RES PENCE 
- 7, OR INSTITUTION ON A FARM? 
if S pringfield State Hospital 8201 Harris Avenue ves] no 
3. NAME OF First Middle lost 4. DATE Month Day Yeor 
DECEASED» OF 
(Type or print) LAURA VIRGINIA CARR DEATH 12 He 19 58 


6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE in yeors [IF UNDER 1 YEAR]IF UNDER 24 HRS. 
“ lost birthday) [Manths| Doys | Hours | Min 
Whi wiooweo Et pivorceo] | 1 2h/18 73 yn. 
109. USUAL OCCUPATION (Give kind af wark dane|10b. KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote of foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Housewife Maryland USA 
I 3. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


ere Set 
15. WAS DECEASED EVER IN U. 5. ARMED FORCES? | 16. JAL SECURITY NO. |17, INFORMANT Address 


(Yes, 00. 6F unknown}, IF yes, give wor or dotes of rervice! 
2171-1976 | Record, Springfield State Hosn., Sykes., Mda_ 


18. CAUSE OF DEATH [Enter only one cause per line far (o}. (b). and {e).] CE tl hh 


Then please remave corbon papers. Pages } and 2 sho 


|, cremation, ar remaval, and in any event within 72 haurs ofter death. 


_ ART PEAT MEDIATE CAUSE (o ter e heart disease 
t é ‘ DUE TO 
Conditions, if ony, which r Generalized arteriosclerosis 
gove ta immediote 


cause {a}, stating the under- TE) 
lying cause lost. () 


Part tI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE Connie a a at o T det 19. WAS AUTOPSY 
psycho PERFORMED? 
hronic Brain Syndrome associated with ce eros yes NoT] 
200. ACCIDENT WAS UNDERLYING C]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part ! or Port Il af item 1B.) 
OR CONTRIBUTING 1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) pe Ai, 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY |Home, form, | 20F, (City or tawn) {County} {Stole} 
Hour a.m. While Nat while foctory, street, affice bldg. ete.) | 
pom. w jot work [] at work [7] es ' 


2). | certify that | attended the deceased fram._NOVe 27 _____ 19.98, to. Dec. 7. , 19.98 that t lost saw the deceased 


w 


MEDICAL CERTIFICATION 


After this certificate has been signed by the attending physicion and campletely filled in by ¢ 


fetached far use os the burial-transit permit. 


re} 

g 5 alive on__ Cie eee 1958 __, and that death accurred at__9.2 3X) PM, fram the causes and an the date stated abave, 
£ a h ADDRESS (Street, city of town, state) DATE SIGNED 
= m 5 Cau +), _____. Spring: afield State Hospital 12/8/58. 
gaze | Res Sykesville, Maryland 
gee NAME (Type) a 
82°09 Era BURIAL, GREMATION, DATE a 2c. NAME OF CEMETERY OFA pp 8¥ Fad. LOCATIO 
He rf Peaks 
Egat 

2 . ERAL ray GNA a a a Bry, ‘24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 

vs A15 (4) X 
15m 10/57 Lktte fi IRV fyotyy th a a ee ae 


aie 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
13562 ron 2 rOERT IFICATE ‘OF beaTH retin rw, P2952 


wed 


ss 
3 3 ay bcracapciily: a 2. ae vig Ae (Where deceased lived. If institution: Residence before admission) 
ba} 4 °. yy Jy o b. COUNTY g 
3 g A" ‘ ? YA 4 MARYLAND: “ke 1G As 
3. b. CITY OR TOWN {If outside cor ¢. LENGTH OF STAY IN Jb ©. CITY OR TOWN Jif outside.corporote limits, write RURAL ond give nearest town) 
as RURAL ond ive regres! town) 7 : e 4 
2) ‘ LEE: a cette’ LF. LTE, elle. 
AO PITAL | (Uf not in hospitol, give street oddress) 1. STREET ADDR e. 1S RESIDENCE 
J “OR INSTIFE TION 7 Syi a ON A FARM? 
b-b Second Avenue - “ykesville ves) NOD 


3 Fiest ; : Middle Lost 4, DATE Month , Doy Year iM 
BE Joho 2 "4 aye CASES [ Sam Aoi) (2) 95 


5, SEX 6. COLOR OR RACE |7. MARRIED EE NEVER MARRIED [-] | ®. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
PD) LF Z,\wwowen [] _ vivorceo Leh, 20 Z LE 


Poges 1 ond 2 sh: 


fost birthday). Months] Days | Hours | Min. 
1. 


ificate be executed within 24 hours after death: Page 4 
d completely filled in by th 


2 10a. USUAL OCCUPATION (Give kind of work done! bie KIND OF BUSINESS OR INDUSTRY | 11¢ BIRTHPLACE (Stote or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
8 during mat of porting life, even if retired) . yj yj LA. S 7 / a y, 

Des Cis 19 aft Dé: ea ? ZA. Le é LZ 

ons 13, FATHER'S NA 14, MOTHER'S MAIDEN WAME = 

88S y Y 

2 2 Lt, LE, Lhe Lh AE 

7 

& £ 


ing p 


15, WAS DECP tenant ae 16. Spe SECURITY NO. [17, INFORMANT Trddress : 
(esr, oF vain Pogo ceecusey : 5 ate a 
De KLE bob. 5 EL YEE, WetE ZA 


mi CAUSE OF DEATH “CAUSE OF DEATH [Enter only one couse per line fo ‘only one couse per_line for (0). (b). and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED 8Y: & yy. 
IMMEDIATE CAUSE (o)__Ue =" spa 


“20.1 DUETO $se 
Conditions, if ‘ony, which (o Cb, E eataed yarZ) 


gove rise to immediote 


I-transit permit. Then pleose remove carbon popers. 


ficate has been signed by the ottendi 


couse {0}, stoting the under. DUE TO EE ee Pee De ra 5% 

g lying couse lost, © : 
s Zz Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART (o)]19. WAS AUTOPSY 
2 Q CONTRIBUTING TO DEAT 
€s0 O|s ys no 
203 © [200. ACCIDENT WAS UNDERLYING L]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Por! Il of item 18.) 
£ & |r CONTRIBUTING L] CAUSE OF DEATH 
e2g 5 | IF EITHER, NOTIFY MEDICAL EXAMINER) 
S58 & |e. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
s.o¢ g Wee ah. rere ate foctry, set, ofce Bid.) 
3 25 3 p.m. 19 Jot work [J ot work (F] 
arab! 
$35 21. t certify ob yeney leceased from. wpe. 2 19 tof Ale © , 199.2 that | last saw the deceased 

H 
aes alive an____.2¢ KALLA) 19.__.____, and that death accurred at/.2/:50 7 M, from the causes and on the dale stated abave, 


id thi 
. 


the registror prior to buriol, cremation, or removal, and in ony event wil 


|ODRESS (Street, city or town_stote) DATE ee 
ee i eee a a Bed a hee XK, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth cert 


ges ¢ 

£o2 

ae, PHYSICIAN'S ; = , 

of [| _[Rintins Af 2 U/ ey GLE ee a SWheVibkee, AD ’ 
sf “3 No. sabi tec ib. DATE THEREOF Mic. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Store) 
>> Ei peciby - 7 4 
eae A g LZ Lyd gele “i Mawtito, f7ibee, 

e pss rE D BY ies Dab, REGISTRAR'S wy 
j A at 

VS AIS (4) A “ BEC ri Clikten §. Maa, 
15M 10/57 LLL A! AY 1 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs after death: Page 4 


Pages I and 2 


Then please remave carbon popers. 


‘OR: After this certificate has been signed by the attending physician and completely filled in by 
ached far use as the burial-transit permit. 


* 


ta burial, crematian, or removal, and in any event within 72 hours after death. 


may be retained by the hospital ar attending physician. 


TO FUNERAL DiI 
page 3 shauld 
the registror 


VS AIS (4) 


5M 9/55. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


e 
42563 CERTIFICATE OF DEATH 13553 


Reg. Dist. No. 


ye 7 


5. SEX & COLOR OR RACE |7. maRRIED [5] NEVER MARRIED [] [8 ATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS, 
6 6 las} thday) D Da Min. 
F W wivowed [] pivorceo [] 2-26-71 ys. | A 


100. USUAL OCCUPATION (Give kind af wark dane| t0b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} ee 
I Housewife Maryland U.S.A. 
Bp. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Sylvester Shockley Martha English 
A WAS eae) EVER IN U. $. ARMEO. ine od 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
fas, no. oF unknown), {if yes, give war or dates of vervice) ‘ 
nkn Springf.Hospit. Redords 
= 
1B. CAUSE OF DEATH [Enter only one couse per line for (0). (6). and (c).} INTERVAL BETWEEN, 


4 DUE TO 
5, if any. which Generalized arteriosclerosis 
gave rise to immediate 
cause (a), stating the yader- ( OVE TO 
lying couse lost. (e. 
is Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}|19. WAS AUTOPSY 
‘8 C.B.S. assoc. with cerebral arte Losclerosis,Moder.advanced active TB el le 
Ee 20a. ACCIDENT WAS UNDERLYING [1 ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port ! ar Part I of item 1B.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 7 5 
U [IF EITHER, NOTIFY MEDICAL EXAMINER) x aA 
3 20c. TIME OF INJURY Month, Ooy, Year | 20d. INJURY OCCURRED ‘20e. PLACE OF INJURY (Home, farm, 1206. {City or town) (County) {State} 
ray Hour oo. m, While No? while factory, street, affice bidg., atc.) ! 
= p.m. Ww Jat wark [7] ot work [J 4 
21. | certify that | attended the deceased from.________Li=28=_, 1958_, ta._____ 12=__13..-19.48.thot | lost saw the deceased 
alive on y 3 Posen) and that death accurred at.73.__A_M, from the causes and on the date stated abave. 
ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL : 
SIGNATUR mo, _.opringfield State Hospital... 22-14-58 
/ PHYSICIAN'S 
NAME (Type) Edmudn Ins g Db. Syke a oe Ss an ees te eee 
‘720. BURIAL, CERN: Vo A/S | ‘Tic. NAME OF CEMETERY OR CREMATORY g. LOCATION (City, town, ar caunty) (State) 
JOVAL (Speci 7 N : 5 
(Ramet ¥ Wsivahefler-> Jz & LY © > 
7B, PUERAL DIRESTDR'S SIGNATURE y, 


+ Mea nagan cA bing tye (Where deceosed lived. If Institution: Residence before admission) 
a. a. a b. COUNTY : * 
Carroll piety Maryland Wicomico 
b. CITY OR TOWN (if outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL and give nearest town) v 
RURAL and give nearest town} : A 
kesville 16 days _ Bivalve r < 


d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
‘OR INSTITUTION ON A FARM? 
pringfield State Hosptts vs 0] NO 
= i = 


pn & 240. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
é ¢ + bin 
UG Ads Oe (Har 14 AL» |vaeDEC 1 9 '58 Onthug £, Haauh 


NAME OF First Middle lost 4, DATE Manth Day Yeor 
DECEASED | OF 
(Type ar print) _ ‘ne abara DEATH 12 Ii 19 58 


ONSET AND DEATH 
ear 


PART I. DEATH WAS CAUSED BY: + + 
‘i IMMEDIATE CAUSE fo} Arteriosclerotic cardiovascular disease 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs offer death: Page 4 


wel 


yneral directar, 
Id be filed with 


© 


Pages 1 and 2 


ir deoth, 
— 


Then please remove carbon papers. 


cremation, ar remaval, and in any event within 72 hours 


pital or attending physician. 
After this certificate has been signed by the attending physician and campletely filled in by 


may be retained by the has; 


poge 3 should 


tached for use as the burial-transit permit. 
burii 


TO FUNERAL D! 
the registrar pr: 


VS AIS 


4) 
5M vs) 


P MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


33564 CERTIFICATE OF DEATH 13554 


Reg. Dist. No. 


— 
1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. {f institution: Residence before admission) 
2 COUNTY Garro ld laskviave 9. STATE and b. COUNTY They 
b. Gre Oa (If outside: ars limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) / 
URAL ond give nearest! town!| Pp ‘s 
vice e lbyre.Imthlédy¥s Baltimore 13 
d. Eo (If not in hospitol, give street oddress} d. STREET ADDRESS . bie so 4 
IN IN 
Sptingfield State Hospital, 3703 Belair Rde v5 0) NOTE 
3. NAME OF First Middte Lost 4, DATE th Oay Yeor 
DECEASED oO 
islet George Henry Chaney is 1938 
5. SEX a LOR OR RACE | 7. 8. DATE OF BIRTH 9, AGE [I 
6. col C MARRIEOIC] NEVER MARRIED [] ou 8. 92 AI lip eats a 
Male White wipoweo [] divorcep [] a 


12, CITIZEN OF WHAT COUNTRY? 


ohe 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 
during most of working life, even if retired) 


Boxer 
13. PATHER'S NAME 


14, MOTHER'S MAIDEN NAME 


George W,Chaney Anastatia Cummings: 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Te, no. or unknown) (it yes, gee war or dates of service) 
no Hospital records, 
18. CAUSE OF DEATH {Enter ‘only one couse per line for (0), (b). ond (c). ] UURVALISEDEEN 
, TT Oeitoiat cao) Sudden death by asphyxia se 
A DUE TO 


Conditions, if ony, which ae piece of meat in the throat 


gove r te immediote 
couse (0), stoting the under DUE TO 


lying couse lost. a 


i Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOPSY 

3| Schizophrenic reaction,paranoid types 

© [200. ACCIDENT WAS UNDERLYING [1] ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 

& | OR CONTRIBUTING LJ CAUSE OF DEATH 

& | (UF EITHER, NOTIFY MEDICAL EXAMINER) 

& [2 TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {Stote) 

a Hour ©. m. While Not while foctory, street, office bldg.. ete.) i 

= p.m. 19 lot work [] ot work [J 1 
21. | certify that | attended the deceased fram._________________. * 9reS OLS sti 8 ee eo 7 oe ithat | last saw the deceased 
olive on_. 12 .. and thot deoth occurred ot. 1935 Pm, fram the causes and an the date stated above. 


DATE SIGNED 


ly VI? p. (yl aefSEC 


MAM el LA CUk rp ele ng. 
‘es ihiithuty pidedcak. 


PHYSICIAN’: 
IN claude Oe ee ee ee ee eS 
No. tee Rc ‘72b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY Td. LOCATION {City, town, or county) (Stote) 
MOV: ypecify) 
Burtat 12/24/58 Parkwood Cemetery Parkville, Nd. 
'23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 2do. ne a aes) Ub. Ce SIGNATURE "i 
irich Funeral Home 4210 Belair Road. pre 2 9 9) i le 


1 D MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 i} 5 5 5 
: 23565 CERTIFICATE OF DEATH ek 1s 


2 ane RESIDENCE (Where deceased lived. If institution: Residence before admission) 


TATE b. COUNTY 
Uy? Mary Lang G i 


¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


W ganeytown 


b. CITY OR TOWN (If autside corporate limits, write [¢. LENGTH OF STAY IN 1b 
RURAL ond give neores! town) 


d. NAME OF HS SPITAL MIE not in hospital, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
00 OR INSTITUTION ] ON A FARM? 
Broad Street. Mei Nod 
3. NAME OF First Middle lost Month Sa) ee 
DECEASED 
(Type or print) ee 19_ 58 
5. SEX 6. COLOR OR RACE |7. MARRIED be] NEVER MARRIED [| 8. DATE OF BIRTH 9. AGE (in yeors TEUNDER 24 HRS. 
lost birthday) Min 


wipooweo [] DivorRcED [J 


yt >. 10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or foreign country) 
f during most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY 


Mach On e Rubb is ory 
\ 13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
15, WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
fer no, oF unknown} | Uf yes, give wor or dates of service) 


18. CAUSE OF DEATH [Enter only one cause per lin, 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE {| 


DUE TO 
Conditions, if any, which o 


gove rise to immediote 


INTERVAL BETWEEN. 
ONSET AND DEATH 


Lanuclrephes., Bova wie Ofrecasel Vb Fevcas? 


# (0), {b), ond (c)-] 


o 
a. 
o 
a 
c 
5 
2 
8 
® 
2 
2 
2 
a 
c 
s 
= 
i= 
‘a 
3 
& 
fe 
5 
= 


couse (0), stoting the under. ( OVE TO 
e lying couse lost. © 
3 Zz Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ifo)|19. WAS AUTOPSY 
fe g Se a ge PERFORMED? 
G55 3 491 xX ves] No [H—~ 
208 = 200. ACCIDENT WAS UNDERLYING []__] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port | or Part il of item 1B.) 
tee & ]OR CONTRIBUTING CI CAUSE OF DEATH 
geez © [CF EITHER, NOTIFY MEDICAL EXAMINER) 
an ee Zz. oe ne ee 
356 & |20c. TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, oe T20F. (City or town) (County) (Grote) 
2248) ral Hour 0. m. tp (While, Not while foctory. sireel, office bidg., etc 
se = 3 p.m. fot work [7] of work 
a5 Se 
Stic 21. | certify that | gttended the deceased fram._.4y LIfe) NY: 3S tals 5757 19VSSithat | tost saw the deceased 

=3 

a ae alive on___. bs ECA ee Pls WSS, and that death accurred 22 3 kin, fram the causes and an the date stated abave. 
2 


& 


the registrar prior ta burial, cremation, ar removal, and in any event within 72 haurs after death. 


J ADDRESS mete: <r stoteL_— DATE ee 
» 42 Fae 1: Uescesslotin Dep 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires tha! the death certificate be executed within 24 hours ofter death: Poge 4 


ACTUAL 3 
Bast SIGNATURE. = fe 

tae PHYSICIAN'S Ve /: A bse 
322 NAME {Type} tre Ne Vag ae = is eel ee Can e 
3 3 20 220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) {Stote) 

e2 SD REMOVAL oan 

Ege easant Point Cemetery | Tazeiell Sameera es _ 

i 23. FU eal OyrecTORS SIGI ADDRESS 2do. REC'D RY-REGISTZAR | 24b. RE bead SIGN. RE 
ay Fa ouy as acy) ESISTR ? 

VS AIS (4) FeO) ie 
15M 10/87 _laneytown, Maryland PATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
23566 CERTIFICATE OF DEATH 13596 


owl 


Reg. Dist. No. 


As ys ftlaa ly 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence befare admission) 
e $3 b. COUNTY 
Carroll seiko” Maryland v 


B. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
RURAL ond give neores! tawn) : 


Henryton 712 days Baltimore 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS. @. 15 RESIDENCE 
OR INSTITUTION ON A FARM? 


Henryton State Hospital Pitcher Street LEYEHNS) "hs 


. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
DECEASED ‘ OF . cA 
(ype or print) Marjorie Jean Coward DEATH December 13, 19 20 

S. SEX 6, COLOR OR RACE |7. MARRIED [] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS 

Be . lost birthday) 
Female Negro |wiwownt] —oworceto tO | 12-15-33), 
10a. USUAL OCCUPATION (Give kind of work dane|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) V2. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 43 3 
aaa North Carolina U.S.A 
13. FATHER’S NAME 34. MOTHER'S MAIDEN NAME 


». * 


be filed with, 


£ 


Pages 1 and 2 i 4 


es death. 


Vernon Peacack Virginia Smith 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 


{¥es, no, or antnews) {01 yes, give wor or dates of services} 5 tM caf oe 
No Virginia Drumgole 611 Pitcher Street 
weg 
18. CAUSE OF DEATH {Enter anly one couse per line for (0). (b). and (-] INTERVAL SETWEEN 


5 f ONSET AND DEATH 
PART |. DEATH MiSATECAUsr @) er advance bilateral cavitary pulmonary tbe. 
ORX DUE TO 


Conditions, if ony, which (by. 
to immediote 
DUETO 


stoting the under 
lying couse lost. to). 


Pant II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io} | 19. Waronaeae: 
yes(] nol] 


200. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Part Il of item 1B.) 
H 


Then please remove. carbon papers. 
rs 
ie 


OR CONTRIBUTING () CAUSE OF DEAT! 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Store) 
Hour a. m. While Not while foctory, street, office bldg., etc.) | 
p.m. 19 Jot work [] ot work [J H 


21. | certify i the deceased from. sJanuary.2))_, 19.56, to_Denemher 13 19._58that | last saw the deceosed 
alive an "Wiz. 12.58 __, and "oe accurred af 221.52 _M, from the causes and an the date stated above. 
. 7, 


: After this certificate hos been signed by the attending physician and completely filled in by the funeral director, 
MEDICAL CERTIFICATION 


burial, cremation, of removal, and in any event within 72 


ached for use as the burial-transi? permit. 


ADDRESS (Street. city or town, stote} DATE SIGNED 

KR 
ACTUAL v Whose Ce ye 12-13-58 
SIGNATURE Z M0. 


Races, Dr. Edgars M. Macwlans, Supt. Henryton State Hospital, Henryton, Md 


720. BURIAL, CREMATION, | 22b. DATE THEREOF ‘Tc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) (Stote) 
REMOVAL (Specify) 2 ; 19% Wy ‘ 
GIILIOT Ark 4 A 1 z LAMLAEAD, MAAN. LA 


23. FUNERAL DIRECTOR'S SIGNATURE ADORESS tad] REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE. 
’ ‘ ~ g 
| bepoydh, (Ye 2 WwW Wurbetomn 2-16 -SF Pv at, AZ 


<. 


the registrar pri 
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TO FUNERAL DIR: 
page 3 should 


20 


pris 
25 
2a 


as 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 oud 
ne CERTIFICATE OF DEATH 135547 


= 


P, A € Reg. Dist. No. 
3 = - 1, Nar Fetes a it al {Where deceoted lived. If institution: Residence before odmission} 
2 Co = b. COUNTY 
38 M ) Carroll MARYLAND Maryland Carroll. 
a) 38 b. CITY Re TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town} 
3 RUI viee ae z rest town) a 
$2 e 1 mon. 8 days| X Union Bridge 
iS = = d. a OF = (IF not in hospitol, give street oddress) d. STREET ADDRESS: @. 1S RESIDENCE 
<3 / 5 OR INSTITUTION ON A FARM? 
44 Springfield State Hospital 209 Penrose Street ves (] NO 
5 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
3 (Type or print) EDITH SPAHR CRAMER DEATH December 2 1998 
° 5. SEX 6. COLOR OR RACE 17. MARRIED [_] NEVER MARRIED [2 | 8. DATE OF BIRTH 9. AGE (In yeors IF UNDER 1 YEAR| IF UNDER 24 HES, 
= a birthdoy) Doys | Hours [Mi 
= Female White wipoweo [] pivoRCED [} 3-16-8); “a yn. ee 
ag 100. USUAL OCCUPATION {Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE {Stote or Foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g $ during most of working life, even if retired) 
ee ousewor ----- Maryland U.S.A. 
3 s 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
5 +S 2 
oe John William Cramer Rebecca Elizabeth Spahr 
ue I 18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
CLoissahies aalteten= ” cya peter eee oy taron 
I No =--- Records, Springfield State Hospital 
8 18. CAUSE OF DEATH [Enter only one couse per line for (o}, (b), ond (c)-] INTERVAL BETWEEN 
a 
§ PART |. DEATH MEDIATE Cnet jo) ArterLosclerotie cardiovascular disease Years 
(= ba 2a, DUE TO 
Conditions, if ony, which b) 
gove rise to immediote 


couse (0), stating the under: DUE TO 
lying co: st. a 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. cee st 


MED? 
Psychotic depressive reaction 


ves (J No f 
200. ACCIDENT WAS UNDERLYING [J __ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING (} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
Hour a.m. While Not while foctory, street, office bldg., ate.) 
pm. Ww jat work [] af work [J H 


21. ¥ certify that | attended the deceased from.._October 2h, 19.58, to_December..2.., 19.58.,that | last saw the deceased 


-transit permit. 


MEDICAL CERTIFICATION 


‘OR: After this certificate has been signed by the attending physician and completely filled in & 


detached far use os the burial 
the registrar priar ta burial, crematian, ar remaval, and in any event within. 


may be retained by the haspital ar attending physician. 


alive on_VECeM mi 15 Am, from the causes and an the date stated above. 
ADORESS (Street, city or town, stole) DATE SIGNED 
* } ACTUAL , Springfield State Hospital 
rE: Kawetires__EGmund Lusthaus, MD. Sykesville, Maryland 
go ‘Mo. BURIAL, CREMATION, | 22b. DATE TH EREOF Tc. NAME OF CEMETERY OR CREMATORY a. LOCATION (City. town, of county) (Store) 
3 REMQYAL opal D PAP 
ae {710 WODRS BORA LLL 
= 2. “puNetat DIRECTOR: S SIGNATURI ‘ ee 2aa. REC'D BY REGISTRAR | 2b gl SIGNATURE 
ass) eine ae Wpgedobsre Pita _|mge 4°98 _|_ Caton £ tone 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 LQOIO ~ 


29t 


T 
- 49550 CERTIFICATE OF DEATH pie as 

2. USUAL RESIDENCE (Where Coo Hes eae Residence before admission} 
manmiano L242 hau" Chet 


Sp: 
¢. LENGTH OF STAY IN Ib €. CITY OR TOWN (iF oyide corporote limits, write RURAL ond give nearest town) 
. e = 
7 Z a Vp EAD 


Z 
I NAME OF HOSPITAL (If not in hoxpitol, give street addres) Wi aa TReET VE @. IS RESIDENCE 
Od OR INSTITUTION ‘ON A FARM? 
, é SS ves] No fq — 


3. NAME OF First Middle 4. we <7 Month Day Year 


DECEASED ‘4 
{Type or print) [a A PAM MeEVe DEATH Zea, : 19.37 


5. =) 6 COLOROR RACE |7. MARRIED BE-NEVER MARRIED E] |8. OATE OF BIRTH 9. AGE (In yeor [EUNDER VEAR[TF UNDER 24 HRS, 
lost br jay’ Months] Day Hi Min, 
LLLP Lt wiooweo] —_ovorceo) V4“ a, SFO EL mm. play agen, Pi 


Jisgat OCCUPATION (Give kind’oF work done] 10b, KIND OF BUSINESS OR | DUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
d ge most of tg life, even i#retired) f 4 “fs 
: cf lpi ate Lue] gti “SH. 


~ ee . 14. MOTHERS MAIDEK/ NAM 
t Nie J Oi LLSEL A, 


ol 


hie‘ be filed with 


v 


Pinay 2- Libba 


ra ‘AS DI < EAS. eles 7 U.S. alles las 16. SOCIAL SECURITY NO. . os k INT Address Po 
fe. 10. OF unknown} 1 yen Ge wor oF serview) “2A S2 . 
i 2/2, 24-5250 AMA -Clg Be IB ZLLOLA ot iby 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (6), ond {c)-] INTERVAL BETWEEN 
PART I. lt WAS CAUSED BY: ONSET AND je 


IMMEDIATE CAUSE (0) Ane i Lan, 


ding physician and completely filled in by the funeral directar, 


Then please remave carban papers. Pages 1 and 2s! 


TO HOSPITAL OR ATTENDING PHYSICIAN: she law requires that the death certificate be executed within 24 haurs ofter death. Page 4 


Aa 
5 
2 
~ 
Rg 
< 
€ 
See 
oft 
= : DUE TO . y. 
Ban Conditions, if ony, which aS 
3 YY: (b} 
BES gove rise to immediote 
6a. cotse (0), stoting the yader- ( CUE TO 
Beak lying couse lost. Pde “macnd 
fee 
2g 6 3 rs Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mfo) | 19. are ghee ae! 
Lots = 
2355 s ma ae Yes] not) 
oeasé = |200, ACCIDENT WAS $_UNDERLYING C] | 20b, DESCRIBE HOW INIURY OCCURRED. (Enter noture of injury in Port or Port W of item ¥8) 
(ai cane & | OR CONTRIBUTING C} CAUSE OF DEATH 
gg 25 © [(IF EITHER, NOTIFY MEDICAL EXAMINER) NA enn, 
2 ” 
358s & }20c. TIME OF INJURY Month, Day, Yeor |20d. INJURY OCCURRED | 20e. pace OF INJURY (Home, form, 1 20f. (City or Da (County) {State} 
5.298 s Heo oe ia erage mile foctory, street, office bldg., ete.) | 
=> E = jot work [] of work i 
TBS 3 q = 
a2 a4 ae that | ottended the deceased from. J TON 195-8, toXU0K / 192 Sthot | tast saw the deceased 
2 . 4 SS 
Sats alive on¥e ¢: fe", 19.9." _ “ond that deoth occurred ate Lae from the causes and on the date stated abave. 
z 8 7 
cs, oO ; 2 Ra DNaee (Street, city or town, stote} DATE SIGNED 
sO ACTUAL Pee OF re . > 
Ess SIGNATURE Ze hrm wo, bilee Ad ry VE 
2- 
P48 s { PHYSICIAN'S > 4 ih 
rd < 22 ! | [NAME (type) Ge Le, £32 Ly: 3, g = 
B90 720. BURIAL, GREMAHON, | 22b. DATE THEREOF‘ @ 7, DATE THEREOF 
Set bev, "AL (Specify) 
S2 Pe 
Eo et AM 
e ; [240,70 7) “i ao Dab. REGISTRAR'S SIGNATURE 
VS A15 (4) Y DEC 1 6 ’58 C id, Then 
15M 9/55 7? CL#2 DATE 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours offer death: Page 4 


z 


owl 


may be retained by the haspital or attending physician. 


Oy 
> 


‘OR: After this certificate has been signed by the attending physician and campletely filled in by the funeral director, 


TO FUNERAL ws 


4 


Ria 
a 


Pages | ond A a be filed with 


Then please remove carbon popers. 
burial, cremation, ar remaval, and in any event within 72 hours-after deoth. 


letached far use as the burial-transit permit. 


page 3 shau!d 


the registror pr 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 a > Be 
42568 CERTIFICATE OF DEATH ret? 13509 


ct oN peoeace (Where deceased lived. If institutian: Residence before admissian) 


1. PLACE OF DEATH 


@. COUNTY 3. § b, COUNTY 
Carroll Usp fd “Maryland BaltimoreCity 
b, CITY OR TOWN (If autside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If autside corporate limits, write RURAL ond give nearest town) v 
RURAL ond. eS neorest lawn) 43 Ci 1a 
Sykesville Foam ‘ Baltimore ¢ 
d. Ps war (If not in hospital, give street address) d. STREET ADDRESS. e. aE eee 
ringfield State Hospital won-- yes C] No 1 
as 
ck hares ine First Middle 1s 4 {lig Month Day Year 
Crea aeainn WILLIAM A. CROOKS DEATH December 15 19 58 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED {RJ | 8. DATE OF BIRTH 9. AGE (In years IF UNDER 1 YEAR] IF UNDER 24 HRS. _ 
+ x birthday) [Months Min. 
Male . White wipoweo [J pivorceo [J e-em Wi, ai 


10a. USUAL OCCUPATION {Give kind of work dane] 10b. KIND OF BUSINESS OR et BIRTHPLACE (State ar fareign cauntry) V2, CITIZEN OF WHAT COUNTRY? 


vis jast af warking life, even if retired) 


Mattress maker tthe Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
William H. Crooks Hannah Mary Fogle 
Dyes OESEASEGS Fini geie eee, 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
0 YU Phe. Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one couse per line for {a}, (b), and {¢).] INTERVAL BETWEEN 
_ ae ET ee: Arteriosclerotic heart disease ray ears. 
x ia IMMEDIATE CAUSE (a). = be 
4 DUE TO 
Canditinni. tony onien ee Generalized arteriosclerosis Years 


gave rise ta immediote 
cause {a}, stoting the under. ( DUETO 
lying cause last. {c) 


Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)/ 19. Ne Cy 
Schizophrenic reaction, paranoid type ves] No &] 


200. ACCIDENT Na Et oatee Ce pen {mj 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port tl af item 18.) 
OR CONTRIBUTING OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 20e, PLACE OF INJURY (Home, farm, | 20%, (City ar town) {County) {Stote) 
Hour a.m, While Not while foctary. street, office bldg., etc.) ! 
p.m, 19 Jat wark [J at work [J i 


21. 1 certify that | attended the deceased from. “larch 7 __ 19.55., ta He cember 15. 19.58 
alive on 


Fe 
Q 
= 
< 
6 
= 
= 
& 
S 
te) 
z 
ea 
fat 
8 
= 


ACTUAL 
SIGNATURI 


PHYSICIAN'S: 
ecole Uy EE art Rt ace plat ae NR Hai” Sek ae oe oe ee: ee 


To. BURIAL, Cet ‘Wb. DATE "Sf MH per NAME-OF CEMETERY OR CREWRTORY 22d. , LOCATON ey tawn, ar county) . {Stote) 
EMOVAL (: Pa Oy 
AL as ie LAe, LED Ma farr Vetted EEA 
e g t 
GL. VE Z ay 


} | 24a. REC'D BY REGISTRAR Fe ib. REGISTRAR'S SIGNATURE 
o 
omc 1.9 "58 Onkhus £ Pad 


_ MARYLAND STATE DEPARTMENT OF HEALTH—-BALTIMORE, 18 13560 
13569 CERTIFICATE OF DEATH 


cs 


Reg. Dist. No. 


ONSET AND DEATH 


PART 1. DEATH WAS causED ar. Myocardial infarction due to arteriosclerotic 


sé 
3 pe w Mean” x Wea meee {Where deceased lived. If institution: Residence before odmission} 
st °. 
58 4 Carroll MARYLAND Maryland S COUNTY Balibogcity 
. ny b. CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib | c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) a 
55 RURAL ond give nearest town} 8 Baltim 4 : 
38? Sykesville 23yrs.8mos.lidays. altimore Z2Vol-&@ 
2m : 4. NAME OF HOSPITAL (IF not in hospitel, give street oddress) 4. sTReET ADDRESS Formerly=Queen Anne Rdde 1S RESIDENCE 
ee / Springfield State Hospital GAO ODE x Xie yes (] Noo 
ae 
= 8 3. NAME OF First Middle Lost ATE Month Day Yeor 
Ue DECEASED OF . 
2% (Type oF print) Andrew Alexander Danko DEATH December 31, 1958 
= 2 fr 5. SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED 8. DATE OF BIRTH %. Keene IFUNDER 1 YEAR| IF UNDER 24 HRS, 
: ost by icc 

Soe: I Male White [woowet  oivorceo—) | November 11, 190 52 ves ei 

3 eae: 
& a 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
se 3 during most of working life, even if retired) : 
wes Pattern Maker Wood and Metal MehwahyeNew Jersey U.S.A. 

3 . 13. FATHER’S NAME 14 MOTHER'S MAIDEN NAME 

85 ; ‘ ; 

es Michael Danko Julia Dudics 

é 3 Eb WAS Eee evenly pS: eeAED nen edd 16. SOCIAL SECURITY NO. |17, INFORMANT Address 

i nofer ease Si betvr o aaa otic foot 

pas No ’ = None Springfield Hospital Records 

g = 18. CAUSE OF DEATH [Enter only one couse per line for (o}, (b). and (c). a) INTERVAL BETWEEN 

a 

a 

2 

= 


ate has been signed by the attending physician an: 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


he 
F 
A 
Q 
3 
5 x 7 / DUE To coronary thrombosise 
ge > Conditions, if ony, which ew 
Eo 3 gove rise to immediote 
RE oe couse (o}, stoting the under ( DUETO 
Sosie 8 tying couse lost. {eh 
rey 5 Y Zz wr Il, OTHER IFICANT CONDITIONS, ITRIBUTING,TO DEATH BUT NOT RELATED T E TERMINAL DISEAS: ITION GIVEN IN PART 1 19, WAS AUTOPSY 
RBEs a, [9] Epitépsy withodt Bay chore “fracture 5 neck of btemir, ripe, (eh? ERFORMED? 
feee 6]5 ves] noe 
2 3 5 i © 200, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nolure of injury in Port | or Part Il of item 1B.) 
3 ee wo i OR CONTRIBUTING DJ CAUSE OF DEATH 
sxe eo = © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
oF B& n & ]20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) {State} 
sYss vo 16 five While __ Not while foctory, street, office bldg.. etc.) ! 
BE2s & 12 p.m. 19 Jat work [] ot work 2] H 
Bybs ; e 
od 21. | certify thot | ottended the deceosed from_Vetober 20, 9 24 to December. 31, 19.58. thot | lost sow the deceosed 
3) e : 
a s $3 fa olive on__ December 31, __, 1 __., ond thot deoth occurred at #06 Po, from the couses and on the dote stoted above. 
Se Ome i=} ADDRESS (Street, city or town, stote) DATE SIGNED 
54 ACTUAL . s 
a ee wo, Springfield State Hospital 12/31/58. 
EaRe } 
S285 % mvscian’s == Edmund Lusthaus, M.D, Sykesville, Maryland 
ae & ee et ee oy 
BYR ©  [2e. BuRIAL, CREMATION, | 22. DATE THEREOF ‘Zc, NAME OF CEMETERY OR CREMATORY Zid. LOCATION (City, town, oF county) {Stote) 
Se. & REMQVAL (Specify) . 
bes ad Burial 1/3/59 New Cathedral Cemete Baltimore, Maryland 
e 2 x 73. FUNERAL DIRECTOR'S-SIGNATURE tae ADDRESS. WA ‘24a. REC'D BY REGISTRAR ‘Dab. REGISTRAR'S SIGNATURE 
VS ANS, Wn, | AREY here Te lh-y), We 4 “ |oxre SONS vie pha 


be filed with 


the funeral director, 


Pages 1 and 2 


Then please remave carbon papers, 


to burial, cremation, ar remaval, and in ony event within 72 haurs ofter death. 


jetached for use as the burial-transit permit. 
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page 3 should 
the registrar pr 
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VS ANS (4) 
15M 9/55 


fang 


o) 


MEDICAL CERTIFICATION 


aes sng STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12561 
33579 CERTIFICATE OF DEATH Pet ER LS 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institutlon: Residence before admission) 


. COUNTY . ST, 
i Carroll MARYLAND || ° Maryland ESCOUNTY eat 


b. CITY OR TOWN (If outtide corporate limits, write] c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outiide corporote limits, weite RURAL ond give nearest town) 
RURAL ond give nearest town) 


enryton 726 days Rock Hall 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS a. 1S RESIDENCE 
OR eal ea 


enryton State Hospital Route 1, Box 9 vel C1 Nog) 
—= 


S. ae First Middle Lost 4. ae Month Do, 
(Type or print) Gertrude Jeanette Dashields| beam December 1 


5. SEX 6. COLOR OR RACE {7. MARRIED] NEVER MARRIED [-] |8. DATE OF BIRTH 9. AGE 
Female Negro wiooweo[] __ovorceo(] | October 1, 1918 li 
Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 

ying, most of working life, even if retired) Rock Hall, Maryl and WiSehc 
l 3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME : 
Joshua Gaines Rosie Butler 


es WAS ee ee INU. S. py 3 a 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Eee emacs. TERRE Veet coe uretos : 
No a Gertrude J. Dashields - Patient 


1B. CAUSE OF DEATH [Enter only one couse per line for (0). {b). ond {c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH SED BY: 
ay iwweoistecaust Hemorrhage 
A DUE TO 
Conditions, if ony, which »__far Advanced Bilateral Pulmonary Tuberculosis 
gove site to immediote 
couse (0), stoting the under, ( OVE TO 
lying couse lost. () 


Parr I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)| 19. Sis Rutpesy 
yves(} nol) 


200. ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | of Port Il of item 1B.) 
‘OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


The a ee 
20c. TIME OF INJURY Month, Doy. Year |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) {(Slote) 
Hour 0. m. While’ Het@hile foctory, street, office bldg., etc.) | 
p.m. 19 Jot work [J] ot work [J ' 


21. | certify that | atiended the nee from_January ly, 19.57., toDecember 31, 19.58 that | last saw the deceased 


alive one = E , 1925 , and that death accurred at.2s' +M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


Aa 


ACTUAL 
SIGNATUR 


Maneinn Dr. Edgar M. Maculans, Supt. n,_Md 


Zo. BURIAL, cas 7b, DATE THEREOF Tic. NAMEIOF CEMETERY OR CREMATORY Md AOTHTION, (City, town, or county! (Sigie) 
REMOVAL (Specify) 4 ee 
Amis VIL VES if an : Cl pe ae 
EBAL DIRECTOR'S SIGNATURE agppess 7 <— ‘40 / REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Lye : Y 2 LTe. ( lose JAN 5 ‘59 Catlon §. Pah 


1 Ji MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 13 5 62 
235743 CERTIFICATE OF DEATH enue ‘ 


1, PLACE OF DEATH 2. USUAL fore {Where deceased lived. If institution: Residence before admission} 


0. COUNTY 0. STATE . COUNTY 
Carroll bial aid Maryland 


b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN {IF outside corporote limits, write RURAL ond give nearest? town) Vv 


RURAL ond give neorest town) 
"NAME OF HOSPITAL [If nat in hospital, give sree! eddress) 3 
OR INSTITUTION 


ed with 


ic 
ae 


=) 


d. STREET ADDRESS e. 15 RESIDENCE 


7“ / ON A FARM? 
saw a 
4 2 es] NO iran 
hab 
SS DECEASED DA ‘Month bey ewe 
=3 (Type or print) DEATH g 19 5g 
=e S. SEX 6. COLOR OF fy. RTE MARRIED [8 Dare 9. tay ingieet [IF UNDER U YEAR] IF UNDER 24 HRS. _ 
s ‘thdoy Hi 
2s M W wioowen [J —_—bivorceo (J 3- Sai, an Eee jours | Min. 
ak ed 
E a 100. USUAL OCCUPATION (Give kind of work dene] 10b. KIND OF BUSINESS OR INDUSTRY | 12. BIRTHPLACE (Stote or foreign 1. 12, CITIZEN OF WHAT COUNTRY? 
83 during most of working life, even if retired) 
28 / — \ shipping clerk Retired Maryland U.S.A. 
° 3 I 3. FATHER'S. NAME 14, MOTHER'S MAIDEN NAME 
ese \ 
3° \ oo 
Sap A John G. Dressel Katherine Lenhotf 

3 15. WAS DECEASEDEVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO, ]17, INFORMANT Address 

é {Wan nee untnown] pW ye, ge wer ot dot ch verce) 17m ) Bm a 

: no aan G29\_ 8,8 Hospital Records 

2 1B. CAUSE OF DEATH [Enter only one couse per line far (a). (b). and ().] INTERVAL BETWEEN 

a PART |, DEATH WAS CAUSED BY: ONSE TRACI DEAaH 

§ shy IMMEDIATE CAUSE fo) ArtEriosclerotic cardiovascular disease years 

2 

é DUE To 


Conditions, if ony, which Generalized a: 


gove rise to immediate 
couse {o), stating the ynder. 
lying couse lost. ©) 


rs Past il, OTHER owt amen IS CONTRIBUTING TO DEATH BUT NOT rowie ay THE TERMINAL DISE; Gan on GIVEN IN PART 1(0)/19. yee mead 
= oB.S,88 SOC» ral arteriose. psych.reac MED? 
$ onvulsive se re SL). No (Xf 
= 200. ACCIDENT WAS, UNDERLYING oO 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | ar Port Il of item 18.) 

3 OR CONTRIBUTING [] CAUSE OF DEATH 

U [MF EITHER, NOTIFY MEDICAL EXAMINER) 

io }20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED. ‘20e. PLACE OF INJURY IHome, form, ; 20F. (City or town) (County) {Stote) 
3 Hour o. m. fe While Not while factory, street, office bldg., etc.) Hi 

= p.m. jot work [] of work [J i 


21. | certify that | attended the deceased from. , 19.98 thot | last saw the deceased 


alive on_____ Jan.28 ae B V2: 58/7, and that death vacauvred ath 310A jy, fram the causes and an the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


R: After this certificote hos been signed by the ottending physi 


leloched for use os the buriol-transit permit. 
the registrar prior ta burial, cremotion, or removol, ond in ony event within 72 hours ofter death. 


+ 


PHYSICIAN'S 
NAME (Type) SS ee 


Tr [eGGoRIAL) REMATION, | 22. DATET on A he asad CEMETERY OR CREMATO Tid. OcABOR oe Town pr county) © 
(Specify) f2-5p oa 
R22 oe Pp fe Mo. me © HY REGIS TEAR” [14K MECISTRAR S'S FRADE 
— 30°58 Chiba 2 
VS AIS {4) agp Vo > D 
ASM 9/SS Sra Laalhed Bc DATE 


moy be retained by the hospitol or attending physicion. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificote be executed within 24 hours after death: Page 4 
poge 3 should 


TO FUNERAL Di 
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: After this certificate hos been signed by the attending physician and campletely filled in by 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
43572 CERTIFICATE OF DEATH 13563 


Reg. Dist. No. 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
. COUNTY 0. STA 


ed MARYLAND aryland * Rontg onery 


b. CITY OR TOWN (If outside corporote fimits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give neorest town) 
RAL ong "" Aeores! town) 


Rural) Sykesville, Md. |[Syr.10n0.16dalts. Chevy Chase C= 


d. NAME OF HOSPITAL (If not in hospital, give street oddress) | d. STREET ADDRESS e 5 RESIDENCE 


coe] 


irectar, 


be filed with 


uneral di 
S 
BOR. 


- 


Pages 1 ond 23 


“Sprivetield State Hospital 6705 Sth. Street mes} NOR) 


3. NAME OF Fint Middle lost “A Dey —Yeor 
(Type of print) James G & DuBois DEATH 19 58 
S. SEX 6. COLOR OR RACE | 7. MARRIED fK] NEVER MARRIED [] |. OATE OF BIRTH 9. AGE (In yeors iF UNDER 24 HRS. 


Male White |woown pivorceo [] 4-9-1878 itor 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR ie BIRTHPLACE (Stote or foreign country) 


during most of working life, even if retired) 


‘113. FATHER'S NAME ~ 14, MOTHER'S MAIDE! E 
Richard Catlin DuBois Alice Sophia Richardson 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY Sot INFORMANT Address 


(Yer, ne. oF unknown) Wt you, give wor or dates of vervice) i = é 
Re ae 577-03-150§ Hospital Records--Springfield State Hospital 


18, CAUSE OF DEATH (Enter only one couse per tine for {0}, (b), ond (c)-] INTERVAL BETWEEN, 


PART |. DEATH WAS CAUSED BY; jee AND DEATH 
IMMEDIATE CAUSE (0! bale} 


H7IX DUE TO 
Say Fae (_decompensaticn—— 
gove rise to immediote 

couse (0), stoting the under- DUE TO 
Aring courte tos. ey 


Then please remave corban papers. 


hronic brain BE aoe ass 5 dooiladgee wit ci reula isturbance, wit MED? 
7 re ves ig No @ 
eb D ho 
20a. ACCIDENT WAS. UNDERLYING o 20b. DESCRIBE HOW INJURY Y OCCURRED. (Enter noture of injury in ten lor Port Il of item 18.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) ———— 


a er ea 
}20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour o. m. While Not while factory, street, office bldg.. etc.) | 


atts 19 Jot work work ee ‘ —s 


chr n. Mieoiamanen re CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE ory DISEASE CONDITION GIVEN IN PART 1(0)| 19. Sa eid 


MEDICAL CERTIFICATION, 


21. | certify thot | attended the deceased fram, --Aneust- , 1958 that | last saw the deceased 

olive an___12=2_ a ee ye IgE and that death aes ot. 7 Pan, from the causes and an the date stated above. 
Vy lig ADORESS {Stree!, city or town, stote) DATE SIGNED 

ACTUAL tind 5 

SIGNATUR TU Z| wo. Springfield State Hospital. 12=3=1958, 

PHYSICIAN'S 

NAME (TyPe)__WoItou Kuonn —U 2 

To. BURIAL, CREMATION, | 225. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Zad. LOCATION (City, town, or county) (Stote) 


BRET” | 12/5/58 Cedar = i 


BS INERAL oaecre ic abe ota r do. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
Tt pREC 8°58 | Cather £ Kawa 


fetached far use as the burial-transit permit. 
a burial, cremation, ar removal, and in any event within 72 haurs after death. 


‘OR: 


Ls 


page 3 should 
the registrar pri 


TO FUNERAL DI: 


NJ 


1 Ta | MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 | 
33573 CERTIFICATE OF DEATH 13564 


Reg. Dist. No. 
2. USUAL RESIDENCE (Wherg/deceased lived. if ear oe Residence before odmission) 


0. STATE SEA 4 b. COUNTY”, VELL Wp 


c. CITY OR TOWN Jif outside corporote limits,-write RURAL ond give nearest town) 
he per orparene lena 2 


1, PLACE OF DEATH 
©. COUNTY ff? 


MARYLAND: 


b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib 
AL dnd arest tow } 
3GS 


x (AZ, CCEA 
, > | Ee NKMEOF HOSPITAL (IF not in hospitol, give street oddress) (8: STREET ADDRESS . 1S RESIDENCE 
0 OR IMSTITUTION Sp ON-A FARM 
WLLZZAA 4 ves [] No 
x First Middle : lot 4. DATE Month bay Yeor 
DeCEASED , Y OF % — = 
(Type or print) 2 tA DEATH ip pele. (Sins 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [} i DATE “s BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS 
a Me Ay atl Weep Rs Ns es 
WIDOWED JA} pvorceo} | Hizey, /Z Tel PZ, 
Too. USUAL OCCUPATION (Give kind [of work done] 10b, KIND OF BUSINESS OR INDUSTRY | 1, BIRTHPLACE (Grate ov foreign couniy) 12. CITIZEN OF WHAT COUNTRY? 
during vost of working life, Aven if reliced) & sy 
an A Yr. § Z/ 
t he Es Wi Ml 


13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

yy, i Ee y 
A i A es ees 

T 


15. WAS Ae RIN U. S. “ARMED FORCES? |16. eae SECURITY NO. }17. INFORMAN' a Adress 
{Yas, no. of untnown) [Nt yes, give wor or dates of service) a LL che, aed, 
i Aer; lille, 2d, Uys 
INTERVAL BETWEEN 


| Jia. cause oF DeaTH ican only one couse per line for (0), {b). ond (c)-] INTERVAL BETWEEN 


Tes ria SENILE ARTERTOSCLERO 0; yrse 
pf +f a DUE TO 


Canditions, if ony, which w GENERAL ARTERTOSCEEROS] 2 yrs 


gove rise to immediote 


death 
al 
es, 


that the death certificate be execuled within 24 haurs ofter death. Page 4 
Then please remave carban papers. Pages | and 25 


ed by the attending physicion and completely filled in by the fungfal 


tres 


3S & cotse (0}, stoting the under- DUETO 

ge% lying couse lost. ‘e HY PERTENSIVI RDIOVA ILAR_DISEASI 203s, 

F Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1fo)]19. WAS AuTOrSY 
iJ 

2 oO ves) NO fd 
= 


‘20a. ACCIDENT WAS UNDERLYING 2) 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port ( or Port Il of item 18.) 
‘OR CONTRIBUTING C} CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, ae Yeor a INJURY OCCURRED 20e. PLACE OF INJURY [Home, form, ; 20f. (City or town) {County) (Stote) 
Hour 0. m. Not while foctory, street, office bldg., oc) ' 
p.m. Bp rk [[] ot work "oO 


21, | certify thot | ottended the deceosed from,.._---935._____, 19.____, <is neien! 19.58. ,that I last sow the deceased 
alive onl.5_Decen!| 1258, and thot death occurred ot 24.5 Pm, from the couses and on the dote stated obove. 


MEDICAL CERTIFICATION 


After this certificate has been s' 
ached for use as the burial-transit permit. 


burial, crematian, ar remaval, ond in any event within 72 haurs oft, 


may be retained by the haspital ar attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN. 


x ADORESS (Street, city or town, stote} DATE SIGNED 
Le )| [st wo, ._Edberty Road et Eldersburg 12/15/58 
aze 

26 PHYSICIAN'S 
gee NAME (Type) Vm H,_ Lawson 1D =... -OyKesvVille. PaQ.,. Maryland... - 
go> 2 yATE THEREOF : c HK j 
Z°2 2a. Roa eine 2b. D. wy - NAME.OF CEMETERY OR Z2d. LOCATION (City,town, or county) ,_, tote) 
Dot PSS yi fy} é - a Y 
2: 2-/f- ers ape eateiinth he, Fie 
= d He, Zha, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Ly 
Vs AIS (4 : Jp LE, Y aa 5 , 
ism vss od 44, Ls JEC 2 2 '58 ' 


oad 


be filed with 


he funeral directar, 


¥ 


urs-ofter death, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


23574 CERTIFICATE OF DEATH 


S Lt ts OF pert 
° 
arroll 
b. CITY OR TOWN (If outside carporote limits, write | ¢, LENGTH OF STAY IN Ib 


Ri A ‘ond exacts anaret —_ ey. 6m 3d. 


MARYLAND 


13565 
Reg. Dist. No. 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 


° “haryland » COUNTY Baltimore City 


c. CITY OR TOWN (If autside carporote limits, write RURAL ond give nearest town) 
Baltimore 3Val/-¢ 


4. sak OF HOSPITAL {If not in hospitol, give street oddress) 


OR INSTITUTION 
Hospita 


ring 0d 2 
First 


NELLIE 


Middle 


BEATRICE 


. NAME OF 
DECEASED 
(Type ar print} 

. SEX 
Female 


White 


WIDOWED bivorceo [] 


6. COLOR OR RACE | 7. MARRIED (Oy NEVER MARRIED (77 [ 8. DATE OF BIRTH 


d. STREET ADDRESS @. 1S RESIDENCE 
ON A FARM? 
ves] no) 
a 
Day Yeor 
1958 
RLF UNDER 24 HRS. — 


DATE 


4 
OF 


Lost 


DUNBAR 


Month 


December 11 
% nen {In yeors 


birthdoy) 
yrs. 


DEATH 


6-11-89 


during most of working life, even if retired) 


Saleslad: A, 


Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR eel BIRTHPLACE (Stote or foreign country) 


td) Yer 


12, CITIZEN OF WHAT COUNTRY? 


Maryland U.S.A. 


13. FATHER'S NAME 


John Clark Cawood 


14. MOTHER'S MAIDEN NAME 
Harriet Holmes 


17. INFORMANT 


Address 


Records, Springfield State Hosvital 


1 1S. WAS DECEASEDEVER IN U. 5, ARMED FORCES? [16. SOCIAL SECURITY NO. 
T¥es, no. Fr unknown) {HE yes, give war or dates of service) ? 
‘ N (eo 4 LA 


18. CAUSE OF DEATH [Enter only one couse per line far {a}. (b), ond (¢)-] 
PART I. DEATH WAS CAUSED BY: Acute pulmonary embolism 


ys 3 x IMMEDIATE CAUSE (o)__ “= 


DUE TO 
Conditions, if ony, which wo 
gave ta immediate 
cause (0), stoting the under. ( OVE TO 


lying couse lost. {¢ 
Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART V(a}}19. WAS AUTOPSY 
PERFORMED? 
Schizophrenic reaction, paranoid type ves [] NO 


20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injuty in Fort lor Port It of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Manth, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) 
Hout ‘o. m. While Nat while foctory, street, office bldg., etc.) ! 
p.m. 19 ot work (] ot work [J H 


21. | certify that | attended the decegs March 
alive on_. be ub “ 


INTERVAL BETWEEN 
ONSET AND DEATH 


Hours 


Then please remove carbon papers. Pages | and 2 


Thrombophlebitis, left leg Da 


igned by the attending physician and campletely filled in by. 


(County) (State) 


iched for use as the burial-transit permit. 
priar Yo burial, crematian, ar remaval, and in any event within 
MEDICAL CERTIFICATION 


PHYSICIAN'S 
NAME {Type} 


‘Zo. BURIAL, CREMATION, 
REMOVAL or 


Agustin del Campo Syke é 


2b. DATE loo Wc. NAME OF CEMETERY oR JCREMATORY Tad. LOCATION (City, fown, ar county) {Stote), 
Yj 22 “S, Vedi ra vs 


Lee, aa NaterZ 4 Wey 
Z, 4o,RECD BY REGISTRAR Tea. REGISTRAR'S SIGNATURE 


HADEC1 9°58 | Clither £ 4 


Tesh 


may be retained by the haspital ar attes 


page 3 shauld 
the registrar 


~ 
Ps 
% 
oO 
2 
2 
° 
: 
7° 
é 
3 
rs 
5 
° 
2 
= 
= 
£ 
S 
: 
aed 
2 
S 
3 
3 
3 
3 
® 
a 
- 
° 
2 
8 
= 
5 
8 
po 
2 
£ 
ra 
= 
8 
3 
or 
£ 
% 
£ 
’ 
z 
eS 
3 
i 
2 
Es 
Z 
x 
a 
iJ 
rs 
oa 
ie 
F 
ke 
= 
< 
iJ 
° 
pe 
< 
< 
= 
& 
$ 
= 
° 
2 


TO FUNERAL DI 


Es 
=> 
2a 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 


_ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
13575 — CERTIFICATE OF DEATH 


13566 4 


‘ Reg. Dist. No. bh 
8 LS Meare ametie 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} , 
£ y Carroll mawiano || ° TE Maryland ». COUN’ Montgomery 
8 : b. ORION (it ected limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 
> Sykesviite Qmose 2 days Silver Spring, Route #2 v 
bl d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS. e (3 RESIDENCE 
—_ = OR INSTITUTION: ON A FARM? 

alia Springfield State Hospital None eo Now 
6 3. NAME OF First Middle Lost 4. DATE Month Doy Year 

‘s (eater pan) John William Duvall, Sr.| oman December 30, 45 58 
be 

& 


5. SEX 6. COLOR OR RACE | 7. MARRIED EL 8. DATE OF BIRTH % AGE (In fee IF UNDER 1 YEAR] IF UNDER 24 HRS. _ 
pir th 7 
Male White = cum | July 2), 188 Slee 79 | enn | neve | eo = cae 


B Pay SUERESNEEIEANT CONRILIDNG CONTRIBUTING 10 DEATH BUT NOT RELATEDATO THE Bare Bh OIE ASE CQND BILON GIVEN IN PART ee 


& 5 100. USUAL ae Unto \eive ind c a 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
= Seaneia Wesey tiyeren | cetire 
gil fratmer aie - Maryland U.S.A. 
ae 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
oh Edward Duvall Katherine Lent 
: 3 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17, INFORMANT Address 
a ee ae ei alec 4 : 
gk No = - Springfield Hospital Records 
3 = 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN, 
se f a } DEATH MEDIATE CAUSE fol___Lhrombophlebitis, right leg ont 
zs 420.0 DUE To 
3 
: Conditions, i ony, which és Arteriosclerotic heart disease Years: 
gove rise to immediote 
s couse (a), stating the under. ( OVE TO 
® ne cause lost. ). 
o 
3 
8 
& 
2 
8 


MEDICAL CERTIFICATION. 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 1 20F, {City or town) (County) {Stote) 
Hour a.m. While” Not while foctory, street, office bldg., etc.) | 
p.m. 1 fot work [7] ot work 2 ‘ 


R: After this certificate has been signed by the attending physician ond completely filled in by. 


joched for use os the burial-transit permit. 


ta burial, cremation, 


may be retained by the haspital ar attending physician. 


Ales) pei , 1928. roDecember 30, 19 25 that ' last saw the deceased 
alive an_. 29 . 58 .. and that death accurred a »_ Au, fram the causes and an the date stated above. 
° ADDRESS (Street, city or town, stote) DATE SIGNED 
Me | teen _ Springfield Hospital 12/30/58 _ 
rey y V4 
zis Name tives Agustin a NLD, _ Sykesville, Maryland 
gop 720, BURIAL, CRON Wb. DAYE THEREOF iE OF by is 8 MATORY 7d. ws ION (City, town, of county (Stote) 
DS. REMOVAL (Sp a, He ‘b 
oft Lhing wa fo ae 2. freee 4 
ia 


Dag REC'D BY REGISTRAR | 244REGISTRAR’S SIGNATUF 
VS AIS (4) , iy ML 
Bans w Ve Ml hk hl beve Extn Clo. (+g rt bare JAN 5 '59 val J Maus 


» 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 or 
43576 CERTIFICATE OF DEATH 13567 


Reg. Dist. No. 
J 
. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. {f institution: Residence before odmission) 


seins Carroll MARYLAND o STATE Maryland b.county Washington 


'b. CITY OR TOWN [If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outide corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) , 
Sykesy ep yrs, /mos .28days Hagerstown Doda whe dé 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
ON _A FARM? 


OR INSTITUTION 
yes 1) No PF 
= 


fl 


be filed with 
ifan 
= 


\ 


Springfield State Hospital ~ 329 S, Mulberry St. 
. osarie First Middle Lost 4. age Month Doy Yeor 
{Type oF print) Freda Dorthea Gohm Free beatH ~Dece mber 29 19:58 
. SEX 6. COLOR OR RACE ]7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1YEAR|IF UNDER 24 HRS. _ 


Female White  |wivowen (J vworceot] | July 5, 1880 me. te 


Te. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) (2. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


Housewhfe - Penna, U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
lawrence fyamx Gohn Caroline Rosenthal 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Addren 


WMieik |i Ss Ce - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for {a}, (b), ond (e)-] INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH 
, | IMMEDIATE CAUSE (o)___ Cerebral hemorrhage 
DUE TO 


Conditions, if ony, which w__ Generalized arteriosclerosis 


gove rise to immediote 
coute (0), stoting the under, ( DUETO 


tying couse lost. () 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE sheet DISEASE CONDITION GIVEN IN PART 1{0}/19. WAS AUTOPSY 
C.B.S.assoc,with senile brain disease with psychotic reaction. Paes 
20a. ACCIDENT WAS UNDERLYING [] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port It of item 1B.) 


OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Then please remove corbon papers. Pages | and f 


0c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town) (County) (Store) 
Hour 0. m. While Morovia foctory. street, office bldg., etc.) | 
p.m. 19 Jot work J] ot work [7] 1 


21. | certify that | attended the deceased from._.May_1,. 


alive on._Decemher 29, __, 12 (58... and that death occurred at_9844Am, from the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 


tithe 5-2f tena! 12/29/58 


PHYSICIAN'S 


NAME (Type: Amund Lx haus M.D Syke 


No. pel oon 7b. DATE THEREOF - f Wc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City. town, or county) 
IEMOVAL — 
Gone, \LRLPI(ST \Resl Kayes : “yo | Magers bw 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS da. REC'D BY REGISTRAR | 24b. Chinen S TURE 
Cnn a 


as (Lino en Ke neat CG ty 4 Lagens le eo af hire DEC 3 1 '8 


ag porter 


|. Cremation, or removal, and in any event within 72 hours after death. 
MEDICAL CERTIFICATION 


‘OR: After this certificate has been signed by the otfending physician and campletely filled in by the funeral director, 
ached far use as the burial-transit permit. 


+ 


ta burial 
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TO FUNERAL DIRi 


y, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


13568 


~ EDICAL EXAMINER'S CERTIFICATE OF DEATH 
R STATE 43577 M re nip, ls ‘ 
HEALTH DEPT. 1, PLACE OF DEATH % 7. USUAL RESIDENCE er a Wt nstfiojions Reiidentsibefete edniulen)) 
ay, INTY J 
A & et ee Carroll MARYLAND este Mids een COUNTY Carroll 
a7z2 £ ly b. CITY OR TOWN (it = Timi, write RURAL | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL end give neores! town) 
res ond ghar 
Bes Taneytomm R. #2 x Westminster R/S __ 
ge c d. NAME OF HOSPITAL OR INSTITUTION (If not in hospitot, give street address) ie STREET ADDRESS 2. 8 RESIDENCE 
23 ~*~ [yes D)_No [W” 
pts s ee as _Midle——t—~<C*té‘i:CO*:*é«*z CTE Month ‘ 
gS5c28 Vv OF 
B= 598 mas, era Hope Gamber | oam Dec. 
Z ete: Oe a Se ae » 
bo°s & COLOR OR RACE |? MARRIED EY MBVER MARRIED []|®. DATE OF GIRTH 9. AGE a TFUNDER 11 ER 24 H 
Sa Pee te winoweo () pivorceD [) Dec. 2,1925 ie Months | Days al 
ra s 2 Woes Ul On ‘OCCUPATI e's ena ceneey done| 10b. “KIND OF BUSINESS OR INDUSTRY n. ne (Stote or r foreign country) 2, CITIZEN OF WHAT COUNTRY? 
eae ri Bewkte oor ti ow. aie’ U.S.A 
UN6O e Dee 
2 -£, a == == — ——1 - 
ed 5 > 13. FATHER’S NAME Va. ws MAIDEN NAME 
aes I \ John C. Powell Bessie Unglesbee 
2a. a ‘ z ets = 2 ae ™ 
2 ef2s 15. WAS DECEASED EVER INU. 5. ARMED FORCES? [16, SOCIAL SECURITY NO. [17. INFORMANT ‘Address 
= iL be oT If yes, give war or dat of serve 
S528 p Tew, ro | Aira ke we oy Sar) 1-20-1734 Frank Gombers Westminster, R#3, M@ 
Se ie 18, CAUSE OF DEATH [Enter only ane couse per line for (e), (b). ond (@).] vavat are = 
eee PART |, DEATH WAS CAUSED BY: 
Besos : IMMEDIATE CAUSE (0) __ ___ Suicide by. drowning | ss a 
Be 52 TISX DUE TO ao 
ergs 
So6S 5 Conditions. if ony. which we) Depressive phycosis ..§-—_ 3_ months_ 
Bea28 ove rise to immediate couse -- eae = sr sea = 
Res Bs {e), eling the underlying( OVE TO 
Bee ao 
8; Sb cave for! (e) — eae = z 
a 2 3 ef PART It, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TOL DEATH BU UT NOT RELATED TO THE TERMINAL DISEASE CONDITION. GIVEN IN PART I(0)/19,, rene as AuiOrsy 
=ou0 
5-25 ra) ves oO No I 
z= Ope ieee = i indore ae 
= fg 3 2 . INAL CORR TING o 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port lar Part It of item 16.) 
Sr els or eu 
Ssaze CAUSE OF DEATH. 
2522 suicide by drown 
2 Fa Dab a 2 ee eae _ = £ 
ec anes 3 TIME OF INJ} 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, ‘oom, 120t. (City or town) (County) (Stote) 
g2522 10, “16,004:) WLBT SES” [rin Norn | or ho ae Be 2 
Sees ot eT] Poleerk ono arro t y 
22288 - : 
Ee Tou 1. L certify that | took chorge af the remains Becrived above, held an den $' res ages Inquis: , and inm 
Ze oe 2 9 psy quiry Y 
SeReE opinion deoth resulted fram: Natural causes [J], Accident (J, Suicide [2B Homicide as adbntctained monner [] . 
af a 
< ‘a ; 
TE SIGN 
Se + ACTUAL 02. Z } De, Zz ip, CHIEF MEDICAL EXAMINER [7] Lae 
o Bo - — = = — M.D. 
rae 4 ASSISTANT MEDICAL EXAMINER 7} (2) Sa & 
Sesee y; ene RS. McVa M ati DEPUTY MEDICAL EXAMINER 
Euzes 4 NAME (Type) y _ - = 
a3 3 3 z ™~ Tite. BURIAL ‘Bute Ty [e/ DATE. ae Tic. NAME OF CEMETERY OR CREMATORY Tid. LOCATION (« , oF counly) (Stote) 
Ore aes ‘Barrel le/ 6/58 
Aaa 2 Pine Grove Cemeter; Mt..— rroli—Md<- 
pe hae 23. Deeb Petia Son ‘ADDRESS 2d, REC'D # Ean AR WerrQida: Mae 
ns. sieht in ons, habe daa stown, Md. oa EC 8 58, Bb is 


—_ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 Py 
Ke 423578 CERTIFICATE OF DEATH 13569 


™ Reg. Dist. No. 
Le —————— 
o 3 — 1. Hee egiecotly 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
ou 0. COU! °. b. COUNTY 
38 Carroll MARYLAND Maryland Wicomico 
Be b. CITY OR TOWN (IF outside carparote limits, weite | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If avttide corporate limits, write RURAL ond give nearest town) 
s a RURAL and give neorest town} » a 
Re Henryton 186 days . 
d. NAME OF HOSPITAL (Jf nat in haspital, give street address) d. STREET ADDRESS. @. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
ae Henryton State Hospital Route #2, Delware St. Extended 1] no NO Gt 
£5 3. NAME OF First Middle lost 4. DATE Month Doy 0 ae 
oe DECEASED. OF 
oe {Type ac print) Frank Garrison DEATH December 20 19 58 
= . SEX ¥ RACE |7. . DATE OF BIRT! 9. AGE (1 ; 
ze 5. SE 6. COLOR OR RACE |7. maRRIEDSE] NEVER MARRIED [] | 8. DATE OF BIRTH ce A Pe tl 
eee Male Negro |wooweoQ _oworceoQ] | 10-12~1899 ae 
€ ae Wa, USUAL OCCUPATION (Give kind of wark dane] 10b. KIND OF eo ‘OR INDUSTRY |11. BIRTHPLACE (Stote ar foreign country} hae CITIZEN, ea WHAT COUNTRY? 
8 83 during most of working life. even if retired) a 
wes Laborer hicke, Lae. Soufh Carolina U. S. A. 
13 3 s 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
65% 
a Frank Garrison, Sr. Sally Linden 
$ 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. ]17, INFORMANT Address 
i (Yet, ne or unknown} (IF yes, give war or dates of tarvice) 
: Yes War I 185-05-2),3 Frank Garrison - Patient 
2 18. CAUSE OF DEATH {Enter ‘only one cause per line for {a}, (b), ond {}-] INTERVAL BETWEEN 
a PART 1. DEATH WAS CAUSED BY: ular dis ONSETESESP ENT 
§ a IMMEDIATE CAUSE _Corebrovasc ease 
# ons DUE TO 


Conditions, if ony, which 
gove rise ta immediate 
couse (a), stoting the under. 


Te 
lying couse lot. Moderately advanced pulmonary tuberculosis 


permit. 


ficate has been signed by the attending physi 


olive ace 2 m20 19. BS ay and thot death occurred ot A2hOAM, from the couses ond an the dote stated abave, 


WW bp). Z ADORESS (Street, city ar tawn, state) DATE SIGNED 
sianatime fon fo ee ONE Sw, 2... Hearyton, Maryland 1-58 


OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours after death: Page 4 


* 


the registrar priar ta burial, crematian, or remaval, and in any event within 72 hour: 


é 
° 
Be 8 fa Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Top] 19. poles Fe ghaaa 
ae 2 ge ead 
6 aD 5 yes] NOt] 
a a = ‘20. ACCIDENT WAS UNDERLYING [) ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port I or Part Il of item 16.) 
& & OR CONTRIBUTING CJ CAUSE OF DEATH 
Bees 5 | (ik EITHER, NOTIFY MEDICAL EXAMINER) 
obs % |20c. TIME OF INJURY Month, Doy, Yeor ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Mame, form, {20F. Ha er town) (County) (State) 
Bw g o Hour o. m. While Not while foctory, street, office bldg., etc.) 
3 “ 2 g p.m. 19 fot work [7] of work (J : 
gone: = 
qos 21. | certify thot | oftended the deceased from_..June 17 ___, 19.58, to December. .20 19.58 that | lost sow the deceased 
£23 
eae 
ao 
=Os 
Es) 
z 


H 
2 PHYSICIAN'S 
<3 NAME (type) DY» Edgars M. Maculans, Supt. : Hospital, H ;ORis 
S38 Ne. BURIAL CREMATION, | 22b. DATE THEREOF ‘Mc, NAM ig CEMETERY OR Ae. ‘Td. LOCATION (City, town. or county) {Stote} 
2 > OVAL Aspect) . 
ae A-2A¥—SH K U Af) 
" Seta en atin Raa ek 
. 2 
Yeates Nall A __|omrC 2 9 58 Cnbbun 8, Mand 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
13579 MEDICAL EXAMINER'S CERTIFICATE OF DEATH | 13570) 


1, PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence betore odmission) 


OR STATE 
HEALTH DEPT. 


© * 
8 ‘Carrell marvtano || ° STE Maryland b. county Baltimore 
aed 7 b. city Fa TOWN {curd corporate mis write RURAL c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give neorest town) 
a ; is Ki Sykesville (rural) 19y smd. Baltimore 23x. 2 
g d. NAME OF HOSPITAL OR INSTITUTION {If not in hospital, give street address) d. STREET ADDRESS e. IS RESIDENCE 

~ Ps i 
2 ys: Springfield State Hospital 3439 Everhart Street Pk ves) NO B 
& 3 3. NAME OF First Middle tos 4. DATE Month Doy ‘toni ee 
br DECEASED 7 
Be eee {Type or print EMMA HARRIS | beam December 15 19 BS 

5 : q igh 

5 S 5. SEX 6. COLOR OR RACE |7. MARRIED EX} NEVER MARRIED [}] 8. DATE OF BIRTH PASE tioser’ | IEURIDER TEAS UNSERE Ree 
* E Female White widowen[] _otvorceo () Unknown GO vn, [Monte] Dave | Hours | Min, 

= Wo. USUAL OCCUPATION, glee kind of work done} 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country} 2, CITIZEN OF WHAT COUNTRY? 

g during most of working life, even if retired) 

£ Housewife Maryland U.S.A. 

. I 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME . 

Unknown Unknown 


z 15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT ‘Addren 
je, ne, af unknown) yes, give wor or dates of service) ¥ e 
E No Springfield State Hospital Record 
= 18. CAUSE OF DEATH [Enter only one coure per line for (0), (b). ond (c).] — INTERVAL BETWEEN 
3 PART |. DEATH WAS CAUSED BY: * pias 
o IMMEDIATE CAUSE (0) Coronary occlusion os 3A 
A or Zo. DUE TO 
E a2, if ony, which ©) 
i. immediate couse 
& ating the underlying CUE TO 
a cause lost. te}. - 
2 é PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. ie. AUTOPSY. . 
Fae PERFORMED? 
E O71F*8 Involutional psychotic reaction sO) NOt] 
2 E Be, EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port tor Part Il of item 18.) 
fers & | PRIMARY L) or CONTRIBUTING C1 
z2¢ 5 AUSF Gr beats. 
ite 2 a 
224 % [20c. TIME OF INJURY — Month, Day, Yeor 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, . (City er town) (County) (Store) 
ooe 6 Hour, m. While Not while foctory, street, office bldg., 1 
20d = at work [] of work (J 
bee Inspection BE], Inquiry [XJ], and in my 
3 
To 


Accident [7], Suicide [], Homicide [[], Undetermined monner [] 


gent, 


DATE SIGNED 


CHIEF MEDICAL EXAMINER (7) 


execute the certificate, writing the ward “pending” in pencil in Item 18. Give Poges 1, 2, and 3 to the funeral director. 


TO DEPUTY MEDICAL EXAMINER: This certificate shauid be executed within 24 hours after death. 


ozs M.D. 

“ae =15- 

sa5 a ASSISTANT MEDICAL EXAMINER [[} 12-15-58 
<5 

pes DEPUTY MEDICAL EXAMINER 

sze Wane : 

£22 (ee (Specify) 

* ° ce) 
om . FUNERAL DIRECTOR’ 

VS. AISME 5 


8M 2/57 ‘ 
Q 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
435&Q MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


13571 


4 DATE a Month Doy Yeor 


3. NAME OF 
eee Fa Wye, =, Howe) % v7 a Stara Lf 


Hk COLOR OR RACE [7- MARRIED ES] NEVER MARRIED []| 8. DATE te BIRTH 9. AGE (in yeor 


First ¥ | Middle 


+h WS 8 
IF UNDER IYEAR| IF UNDER 24 HRS. 
sl Doys | Hours | Min. 
12. CITIZEN OF WHAT COUNTRY? 


U.S. 


Wy 


FOR STATE Reg. Dist. No. 
HEALTH DEPT. 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission) 
eo °. . STAT ; 
ae Mi J Carroll marviano || ° SAE Maryland * COON Garr ela 

cy aire = 

a 3 A b. ciry ‘on oe “ corporote limits, write RURAL ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL and give neorest town) 
55 5s Airy 37 yrse Mt. Airy 
3 d. NAME OF HOSPITAL OR INSTITUTION (If no in hospitol, give street oddress) p STREET ADDRESS P @. IS RESIDENCE 
ere Fi) j A ‘ON A FARM? 
2 a = : ne He Main _ a “s mise 
$ ~ 
c 
“oO 
> 
= 
o 


fou binhdey) 
white wibowed [J oivorceo [3 


emale 10=-9=1892 66 yn. 


10a. USUAL pee Ura (Give kind of work done; 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 


during most of working li nif retired) 
housewife wn home Maryland 
14. MOTHER'S MAIDEN NAME 


13. FATHER'S NAME N 
Martha Virginia ee denshei 
V7. INFORMANT Address . 


Edward Crumrine 
V5. WAS DECEASED EVER IN U. S. ARMED FORCES? I" SOCIAL SECURITY NO. 


{Yen m9, oF unknown) LIt yes, give wor or dotes of service) 


Item 18. Give Poges t, 2, ond 3 to the funeral director. 


ners Office along with form PM3. Poge 5 may be retoined. 


RIOR: Poge 3 should be used as a burial-tronsit permit. File pages 1 and 2 with the Stote B: 


or its designoted ogent, prior to buriol, cremotion, ar removol, ond in any event within 72. hours ofter death. 


no none Boi Gy Herrison,s Same: ope Aa 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (c).} ey > oo te ‘ INTERVAL Bettany 
i 1H * . 
MA ON eS Eee y STICAN EL LAT DO _ ee ew a 


7, 
ioe K ony, which rs & ot Nun tnd 


gove rise to immediote couse 
DUE TO 


(a), stoting the underlying 
cause lost. . 9. 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be exacuted within 24 hours ofter deoth. 


S 
2 
& 
= 
in E 
£ ° Fa PART ii, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. was  AUTORSY 
5 x SU ee ee MED? 
A 12 

S 3 3 ves o 4 "NO i 

a S NAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
he & | PR He er CONTRIBUTING a 
ee & ‘ TA Ca NG ¥ a 
of G [20c. THAME OF INJURY Month, Doy, Yeor —[20d. INJURY OCCURRED |20e, PLAGE OF INJURY (Home, form 120 120. {City oF town) (County) Stok 
=U 6 Hour 0. m. While Not whit aig ixeiceairvottvce Bag =taic) yy open 
De V0 =o JBI WS uses of work ‘ 

Fd 
Ee Inquiry iB and in my 
o3 Accident oO. Suicide Homicide (. Undetermined manner [] 
Bie 

DATE SIGNED 

<< 4) i mp, CHIEF MEDICAL EXAMINER (] 
ke . ASSISTANT MEDICAL EXAMINER = 
£32 o ie /Z “i 
=2e DEPUTY MEDICAL EXAMINER 
25 — —— —— — 
22k Wo. BURIAL, CREMATION 72c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) —=«(Stoe) 

£5 
$o2 REMOVAL (Specify) a 
"xd B IN mi 5519 Pine Grove Mt. Airy, Marylan 

beg 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2a, REC'D BY REGISTRAR | 24D. REGISTRAR'S 5 GNA 
VS. AISME 4 e on 
cee C, M, Waltz, Winfield, Maryland |owmDEC1S zie 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


2 or 
3358i CERTIFICATE OF DEATH bonne kee Ua 
ct, g. Dist. No. 
3 z= a % is Moet DEATH am Coe rise (Where deceased lived, If institution: Residence before admission) 
°. 3 
= a) Carroll MARYLAND Maryland b COUNTY Baltimore 
iz) o b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
5a RURAL ond give neorest town} p ; 
Sao Sykesville l5y., 25d. Unknown. Ve iy 
b _ d. NAME OF tial {If not in hospital, give street oddress} d. STREET ADDRESS. IS RESIDENCE 
/ 5 ‘OR INSTITUT} s ‘ON A FARM? 
“ “pringfield tate Hospital Sietetetened yes C] No PQ 
5 3: poe a First Middle Low 4. ag Month Doy Yeor 
3 fives ores) WILLIAM GRORGE HIDDEN DEATH December 17 igDe 
“3 5. SEX 6. COLOR OR RACE |7. MaRRigD [] NEVER MARRIED [-] |B. OATE OF BIRTH 9 AGE (In yeors [IF UNDER TYEAR]IF UNDER 24 HRS. 
it birth 
Male White wipoweo [7] oworceo fj | 1-26-Ah, ee, Boys | Hours | Min. 


during mast of working life, even if retired) 


Laborer 


Wa. USUAL OCCUPATION (Give kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (Stote or foreign country} 


Maryland 


12. CITIZEN OF WHAT COUNTRY? 
U.S.A. 


a I 13. FATHER'S NAME 
Richard R. Hidden 


14, MOTHER'S MAIDEN NAME 
Katherine Agena 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO 
(fer, moor unknown) Th yer, give war or dotes ot service) 


7 
No | 


se remove carbon popers. 


|. INFORMANT 


Address 


Records, Springfield Stste Hospital 


1B. CAUSE OF DEATH [Enter only one cause per line for (s), (b). ond (c).] 
PART |. DEATH WAS CAUSED BY: 


INTERVAL BETWEEN. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 haurs after death: Page 4 


|. Then pl 


o 


ate has been signed by the ottending physician and completely filled in by: 


ar attending physician. 


,_Myocerdial infarction Sage” 


re IMMEDIATE CAUSE (o)__"~ 


a 


4Y 


DUE TO. 
Conditions, if ony, which ei Coronary thrombosis 
oO immediote DUE TO 


toting the under- . a . 
«@—Arteriosclerotic heart disease 


Pant Ii. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)}19. PET ORIO ara 
Manic depressive reaction, manic type 


200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Port It of item 1B.) 
OR CONTRIBUTING 1 CAUSE OF DEATH 
(JF EITHER, NOTIFY MEDICAL EXAMINER) 
‘2c. TIME OF INJURY Month, ODay, Year | 20d. INJURY OCCURRED 200. PLACE OF INJURY (Home, form, T 20F. (City or town) 
Hour a.m. While Not while 
p.m. 19 Jot work (J ot work [J 


factory, street, office bldg... sit 
21. | certi 


alive on._ eC CeMbver’ + 


{County} 


(tote) 


MEDICAL CERTIFICATION 


PHYSICIAN'S 
NAME (Type}/_ Ag 


‘2c. NAME OF CEMETERY OR CREMATORY 


Zo. eUniAt: con 2b. DATE THEREOF 2d. LOCATION Adie tawn, or county) [Stote! 
‘) cf 
BRT AL. \Des qx8| St Maw’s Cemeftry St May's City, Mary bod 


23. FUNERAL DIRECTOR'S SIGNATURE 


es gnde 


ADDRESS: 


Sons Inc, Baltimer©, md, 


‘24b. REGISTRAR'S et hilar 
Onthan §. Mies 


240, REC'D BY REGISTRAR 
oareDEC 2 3 58 


thot the death certificate be executed within 24 hours after deoth. Poge 4 


jires 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requi 


ck MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
13523 


33582 CERTIFICATE OF DEATH 


Reg. Dist. No. 


ss \ 
g . hi Me acount Carroll County es, a pint age (Where deceosed ay Sa Residence before admission) 
32 Sykesville be Maryland Allegan 
° ry b. CITY OR TOWN {If outside corporote limits, write cc. LENGTH Of STAY IN 1b ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
35 RURAL ond give nearest tawn) Tme2 ly a md 
ro Sykesville p9y.7m.euid. Cumberland ol oe 
s d. a cegrathen es (If not in hospitol. give street oddress) d. STREET ADDRESS: e. Bele’ 
x / Sor prield State Hospital Ere yes (] No 
2 
3 3. NAME OF First . Middle lost 4. DATE Month Day Year 
=. DECEASED A OF 
a {ype or print) Irwin Hirsh DEATH December 7 1958 
é 9. AGE (In yeors IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Months] Doys | Hours| Min. 


5. SEX &. COLOR OR RACE |7. MARRIED L] NEVER MARRIED [5] | & DATE OF BIRTH 
Male White wioweo [] _—ovivorceo [] 1879 


10a. USUAL OCCUPATION (Give kind of wark dane! 10b, KIND OF BUSINESS OR INDUSTRY |}. BIRTHPLACE (Stote or foreign country) 


during most of warking life, even if retired) : 2 
WOH West Virginia 


loaypagmdon 


yn. 


12, CITIZEN OF WHAT COUNTRY? 


U.S.A. 


jeath. 


None 


8 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Joseph Hirsh Lina Barberger 
pope 21a ea ee 
{Yes, no, oF unknown) (IF yes, give wor of dates of rervice) 
No M2, Records, Springfield State Hospita 


18. CAUSE OF DEATH [Enter only one couse per line far (a), (b). ond (c}.] Pepe MeL lak 


Then please remave corban popers. 


the registror priar ta buriol, cremation, ar removal, and in ony event within 72 haurs“after 


PART I. DEATH Wi AUSED BY: + 
IMMEDIATE CAUSE (0 Bronchopneumonia 
609X% DUE TO 


Conditions, if any, which rs Acute renal failure 
gove rise ta immediate 


cofse (a), stating the under. ( CUE TO . E 
lying couse lost. «Urinary tract infection 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0) | 19. jie ici 
ie) Mental deficiency yes] No 


20a. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port II of item 1B.) 
OR CONTRIBUTING CJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Manth, Day, Yeor | 20d. INJURY OCCURRED =| 20e. PLACE OF INJURY (Home, farm, ; 20f. (City or town) (County) (Stote) 
Hour a. m, While Not while foctaty, street, office bldg., etc.) | 
pom. 19 Jat wark [] ot work (J ‘ 


‘or attending physicion. 
MEDICAL CERTIFICATION 


21. | certify that | attended the deceased from___March 7 ___, 19.22, to. December 7 19. 58 that | last saw the deceased 


olive on_Lecember 7 We 30. and that death occurred ottL210 Pm, from the causes and on the date stated above. 
yi ADDRESS (Street, city or town, stote) DATE SIGNED 


R: After this certificate has been signed by the attending physician ond campletely filled in by 


he haspit 
Mtoched far use as the burial-tronsit permit. 


« 


Pa 


Ber ] — 
faz f 
245 PHYSICIAN'S 
2g 2 NAME type] AgUStin del Campo oa 313 
83° ‘72a. BURIAL, CREMATION, | 22b, DATE THEREOF Tc. NAME OF CEMETERY OR CREMAPORY 72d LOCATION (City, town, or count; St 
ze 3 ectee.” ‘ Z y pA e. 7. 
Eo & CEA ef bee CPS eose oe 
r= 23, BUNERAL DIRECTOR'S SIGNATPRE ADDRESS y) 2agf REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
AIS (4) Cx: jig 4, 
SM 9/58 Eg A POEL PC TCE 9 y 9 '58 a 2 dk 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 = 
43583 CERTIFICATE OF DEATH 13504 


Reg. Dist, No. 


~ ve 
$ 2¢ "i iP mask DEATH 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
i ° b. COUNTY 
= cE MARYLAND 
5 Ds Ma $5 A arro. 
€ By b. city OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN, Lat outside corporate limits, weite RURAL ond give neares! town) 
2g ry 3 RURAL ond give nearest town) 
° 32 kest e 2yrs,2mos.2dys ~ Westminste 
a i _[ 4. NAME OF HOSPITAL (If nat in haspitol, give sireet oddress) fe STREET ADDRESS «1S RESIDENCE 
. # OR Ui ON A FARM? 
g 2 * pringfield ate Hospital R.F.D. # Mane Bsy oP 
2 £5 3. NAME OF First Middle lost DA Manth Doy Yeor 
+s De ‘ 
S 23 Cinsierient re mina Hughes December L 19_58 
are 3 S. SEX 6. COLOR oi RACE |7. MARRIEO [-NEVER MARRIED [} |B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR! IF UNDER 24 HRS, 
=. 8 = lost birthday) Min. 
pi 2 é ae th " widowed fq DIVORCED [] 3 yrs. 
a tag pe 7 
2 e&: i ind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 32. CITIZEN OF WHAT COUNTRY? 
2 = 
Ber Tue. 8 nif retired) 
S Bes eS Ma and OU Sake 
g °85 Ti FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
ese 
vw O96 . 
5 Be i aM Grumbthe Margare SWoePE 
= £36 Tg, WAS DECEASED EVER INU. 5. ARMED FORCES? |16, SOCIAL SECURITY NO. ]17, INFORMANT ‘Address 
= ae (as, 90. oF unknown) | {19 yer, give wor oF dotes of service) 
i 2 gs = - = Sori 
2 ids 18. pris: pac pail per line far {a}. (b). end (c).] UNTERVAL BETWEEN 
g op. LL 0.2, | MMEIATE CARE o_brteriosclerotic cardiovascular disease, ears 
5 =e? DUE TO 
3S 
SDs Conditions, if ony, which by 
2 oe 6 gove tise to immediote : 
= ieee couse (0), stoting the under- ( DUE TO 
ek uncer 
I tds lying couse lost. ia) 
S$ e% aur eee 
2885" 3 Past I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
BRoFo = ‘ 
£as26 $ B.S. assoc ith tlatory disturbance, with psychotic reaction vs] No#) 
ae = [70a. ACCIDENT WAS UNDERLYING C]__]206. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port Il of item 1B.) 
BSE Seat & | OR CONTRIBUTING L] CAUSE OF DEATH 
<§ 825 & |(F EITHER, NOTIFY MEDICAL EXAMINER) 
Pe Seen ~ ——— 
Z OoRSS © [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED  [20e. PLACE OF INJURY (Home, farm, 1 20F. {City or town) {Caunty) (Stote) 
258 es 5 Hour on. ae Nat while factory, street, office bidg., etc.) 
= 32°? é 3 p.m. 19 tor wark [7] at work [7] ' 
Cart 
2 gens 23. | certify that | attended the deceased fram. 9/28 pee 2 ob? 56, to_.. Be ae eie2, 19._ 58that t last saw the deceased 
a 2.9 m 
oS = g 3 alive on__.12/; , and that death enh at 10:00am, fram the causes and on the dote stated above, 
£ =o¢ = ~ ADORESS (Street, city or town, stote) DATE SIGNED 
< Bg ~ ACTUAL S 
~ ie: SIGNATUR mo... Springfield State Hospital 12/1/58 __. 
oe cs 
sas 
7253 PHYSICIAN'S. 
Zee NAME (Type) _ Edmund Sykesville, Maryland... er 
Fd 83 2 % Tio. BURIAL. tate | 7 an OATE ry oe VE OF Sai on id. UDCATION (City, tawn, or county) (State) 
~a EMOVAL (Speci y 4 
pee Zaza LEV EEL 2 2 CLA 
Birt 24.,€C'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


VS AIS (4) 
1SM 9/SS 


pave DEG 4°58 Onithen & Fico 


; 
| 
| 


MARYLAND STATE DEPARTMENT OF HEALTH 
33584 CERTIFICATE OF DEAT 


ORE, 18 


= | 


Reg. Dist. No. 
nr 
1, PLACE OF DEATH 2, USUAL RESIDENCE (Ww! lived. If institution: Residence before odmission) 
cou ©. STATE 


MARYLAND Maryla 5 PSOUNTY Baltimore a, 


b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If out Ole limits, write RURAL ond give nearest town) 
RURAL ond give nearest lown) ‘ 
Balt. 


d. STREET ADDRESS 
S. August 


d. NAME OF HOSPITAL (if nol in hospitol, give street oddress) 


OR INSTITUTION 
field State Hospital 
First Middle Month Ooy Yeor 
Nettie Regina : Tecember 21, 1558 
6. COLOR OR RACE |7. MARRIED L] NEVER MARRIED 9 | &. DATE OF BIRTH q : E (In years [iF UNDER | YEAR|IF UNDER 24 HRS, 
lost birthdo 
White ames (3 pvoren tel October 17, ee 3 i) peer Doys [ Hours] Min. 


ys. 


IS RESIDENCE 
‘ON A FARM? 


yes (] NOX) 
— 


e with 
= 

~ 

o 


100. USUAL OCCUPATION kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 11. BIRTHPLACE (Stote or 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


None ue Meryland 9 UsSoAy 


I 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAl 


He Johenning Catherine 40 hrist 


I$. WAS DECEASED EVER IN U, S$. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 


Yes, , ep AI yes, give ce dota of service) Y2the Springfield Hospi ar R ere 


—=3 
18. CAUSE OF DEATH [Enter only one couse per line for (0). (b), ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
a PART: OFATIUMPOIATE CAUSE fo__ArterLosclerotic heart disease mayer, ears 


7 DUE TO 
Conditions, if ony, which (oL_ 
gove rise to immediote 
couse (0), stoting the under. ( PUETO 
lying couse lost. fc 


3 ue “ANT CONDITIONS ITRIBUTING TO DEATH BUT NO’ TP THE ON GIVEN IN PART }(0) 
Psy chios: 6 convulsive disorder, epileptic de A 
ate of 


Then pleose remove carbon papers. Pages 1 ond 7: 


Generalized arteriosclerosis Years 


PERFORMED? 


19, WAS AUTOPSY 
ves] Nog) 


nevmons A 
INDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury i 
‘OR CONTRIBUTING CO CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED — | 20e. PLACE OF INJURY tHome, 
Hour 0. m. While Not while foctory, street, office bldg, 
pom. 19 ot work []] ot work [J 


21, | certify that | attended the deceased fram October 205... 19 5h, ta 


L6P_ 


{County) (State) 


MEDICAL CERTIFICATION 


oer 2h, (ke 58 that I last saw the deceased 


auses and an the date stated above. 
DATE SIGNED 


12/22/58 


R: After this certificote has been signed by the attending physician ond completely filled in by the funerol director, 


tached for use as the burial-tronsit permit. 


buriol, cremation, or removol, ond in any event within 72 haurs-ofter.deoth. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the deoth certificate be executed within 24 hours after deoth: Page 4 
moy be retoined by the hospital or oftending physician. 


BO | [SGN Cerf of cr 4/4, Springfield State Hospi 
apa J 
2 PHYSICIAN'S 
zit Kaattye, Edmund Iusthaus, M.D, Ss Sykesville, MAa = 
4 2 e Zo. BURIAL, —s ‘Wb. DATE THEREOF . NAME OF Saabs OR 7 : {Stote) 
= MOVAL 
28: er poe Pl pee LL. 
° a ADDRESS Wi wer REC'D BY eoistat ‘2ab, REGISTRAR'S SIGNATURE 
VS AVS (4) lle, fi 
Ven 9738) 4 bt Lp fo W/4 oC 2 9 '58 aS Kata, 


Y 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 : 
23585 CERTIFICATE OF DEATH 13576 


=i 


(on Reg. Dist. No. 

ae 1, PLAGE OF DEAY 2. USUAL RESIDENCE (Where deceased Er t ‘nations Rexstence bpore admission) 

52 LAbho carom Leedeesty (Cte tn ZA 

Bs N GR TOWN ouide corporis Finis, writs]. LENGTH OF STAYIN Te © CITY OR TOMPN (if eursde corporate limits, write RGHAL and give nearest town) ri 

é f eb a Le. 2 Ld 22 ye, A As 

a 3. ‘STREET ADDRESS e. BOE 

2d e eh Pd Z ota lg YET] NOB 

= 5 Name GF or Fi Middle Lost 4. DATE Year 4 

2% type oben 2binee jor Zo beara Cubed z Z i 
2 


5. SE 6. a “= 7%, aren NEVER MARRIED [-] | 8. DATE OF i 9. AGE (In ygors [IF UNDER 1 YEAR] IF UNDER 74 HRS. 
- 08 poe ate 
cH Da: wioowen PF oivorceo [] ZL FO. pasts] meas apen | - 
Toa. ae CCUPATION (Give Kind of wark dane] 106, KIND OPBUSINESS OR INDUSTRY os (tate or foreign couptry) 12. CITIZEN OF WHAT COUNTRY? 
during mgif of working life, exenjf retired) , Q SA 
Ca MO LINO (Lefont YOK * a E 


r Vg Vi 
VLBAAAL gs L£4f. £ eH 
5, WAS DECEASED EVER IN U; $. ARMED FORCES? [16. SOCIAK'SECURITY NO. endl Address\ 
te ne, OF po IF yes, give wor or dates of 
WA BAX a JY 


1B. Ag | [18 CAUSE OF DEATH [Enter only one couse per line for {o), (B), end Jo.) J INTERVAL BETWEEN 


PART Il. DEATH WAS CAUSED BY: ONSET AND DEATH 
, IMMEDIATE CAUSE (0 


mF DUE TO 
Conditions, if any, which 0 


gove rise to immediate 
cote {0}, stating the under. ( OVE TO 


Then please remave carbon papers. 


lying couse lost. (¢ 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION.GIVEN IN PART 1(0)]19. WAS AUTOPSY 
Q 
————— yes] NopS 


ate has been signed by the attending physician ond completely 


200. ACCIDENT WAS UNDERLYING €] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH —_ ee 
(IF EITHER, NOTIFY MEDICAL EXAMINER) z 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, ; 20f. Gy ‘or town) (County) (Stote) 
‘Hour a.m, White Not =i factory, street, office bldg., ial i es 
Sep in: 19 lot work-Fpet work 


21, | certify that)! attended the See from. 24,4 AZ... 192 Z- that I last saw the deceased 
alive an_ LiKe eh 9, ofd oe accurred 1 at_2-f—_M, fram the causes and an the date stated abave. 


MEDICAL CERTIFICATION 


burial, cremation, or removal, and in any event within 72 haurs after death. 


tached far use os the burial-transit permit. 


‘OR: After this certi 


may be retained by the haspital or 
T a " 
a 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs ofter death. Page 4 


ADDRESS (Sips, city or Jown)\stote) DATE SIGNED 
a 
Ps, 2 ede ee ee a Se ns eZ 
83 / [sa V4 ie 
25 HYSICIAN'S 
z3e fetal Lita maT ; nD fhe. 
é a8 Ss ee SS 
Zee d 
= es Z Xs us v 
i Jao, REC'D BY REGISTRAR | 240. rg ies Seok 
VS AIS (4) pareDEG 3 0 38 


15M 9/SS. 


VS A15 (4) 
i] 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires that the death certificate be executed within 24 hours ofter deoth: Page 4 


- MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 oer 
43586 CERTIFICATE OF DEATH ove. tunn, EBved 


st 
3 3 ~ PLAGE OF DEATH 2, USUAL RESIDENCE (Where deceoted lived. If insittion: Residence before admission) 
cy a. 0°. § . ve 5 i. z 
33. “arroll aryland ® COUNTY Baltimore City ~ 
Be b. CITY OR TOWN (If autside corporote fimils, write |. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If autside carporote limits, write RURAL and give nearest town) 
ga RURAL ond give nearest town) ad 
52 Sykesville 6y.3m.15d. Baltimore 32 Vo/f a 
s d. Nae OF ee {if not in hospitol, give street oddress) d. STREET ADDRESS e. iP deal 
re . Al 
ae ringfield State Hospital 642 Gorsuch Ave. ves C] NOB 
a 5 3. NAME OF First Middle 4. Date Month 
23 {Type or print MARTHA ELIZABETH PORTER KEFN veam December 12 
S4 5. SEX 6. COLOR OR RACE |7. MARRIED PX] NEVER MARRIED [] | 8. DATE OF 8IRTH %. AGE (in yeon IF UNDER 1 YEAR 
2 ~ 4 Jost birthday) Bays 
ave Female White |wioowt) _ ovorceoO | iiay 5,1668 ys. 
& ag 10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF 8USINESS OR INDUSTRY | 11. BIRTHPLACE (Stole or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
Bae \ during most af working life, even if retired) 
ve e/ \ Housewife Maryland UsSohe 
= a ry I 5/13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
£83 Rebert Porter Caroline Loar 
= ¢ 3 1g, WAS DECEASED EVER IN U. 5. ARMED FORCES? [16, SOCIAL SECURITY NO. 17. INFORMANT ‘Address 
4 ‘a1. 0, oF unknown) ye. give wor or doles of service) : * 
ESS i Records, Springfield State Hospital 
2 8 ae 18. CAUSE OF DEATH [Enter only one couse per line for (0). (b). ond ().] INTERVAL BeTWWEEN 
3e3 PART |. DEATH MEDIATE CAUSE @)__ Arteriosclerotic cardiovascular disease ears 
BS vii | 
on 3 4 DUE TO 
Be Conditions, if ony, which o 
QZeEo gove rise to immediote 
gas couse (o}, stoting the ynder- ( OVE TO 
g*s2 lying couse lost. e 
ce PB oe 
ig y S a A ey Ue aera CONDITIONS CONTRIBUTING TO DEATH eee RELATED TO THE TERNAL DISEASE CONDITION GIVEN IN PART 1(0}/ 19. SERRORED ED 
RSEG 2 Fudng: cplosis,_ moderately advance i i ‘ 
S388 o sic. ne. Bbsoc. woth senile brain fsOgue saith nace Ort i ves Nol 
Poze © [200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Hl of item 18.) 
ne ok & JOR CONTRIBUTING (] CAUSE OF DEATH ~~ 
825 & | (VF EITHER, NOTIFY MEDICAL EXAMINER) OAK 
$6 3 20c. TIME OF INJURY Month, Day, Yeor | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. {City or town) (Count; {Stote) 
55.9 q 7 
3.283 5 Hour o. m. White __ Not white facto tyaiatrent NogeeIca’-ere) 
Er = hen 19 [ot work [1] of work [J } 
a OCS 
= 2 ee 21. 4 certify that | attended the deceased from._. pee , 19.22, ta December 12 19 58 that | tast sow the deceased 
oe a 
i $3 alive on.__Decemper 12 __, 1958, and that deoth occurred ot L295 Am, from the causes ond an the dote stated abave. 
=o s 2 =~ A ’ ADORESS (Street, city or town, stote) DATE SIGNED 
5 a .CTUAL 
oo 5 } SIGNATU MO. ...---SPrin 
ry za A - f 
Dies PHysiciAn’s * / 
o228 Name ttye,__A€ustin del Campo, M. D. 7 
3° 9 720. BURIAL, CREMATION, | 22b. DATE THEREOF 7c. NAME OF CEMETERY OR CRi LOFATION, (City, town, 1or count: {Stote} 
BE Bs Buea 12/15/58 Frhendship hethechurch Parlstony maryland 
ore 
= 


8 SSP OT MSYEH -3000 2, “PHStimore St. 2éo. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


aviary AY ompect S58 | Cate £ Hews 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


OR INSTITUTION 


v 


9578 
PD 43587 CERTIFICATE OF DEATH at dein tooee 
ie 2) 1g. Dist. No. 
8 eo . PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution, Residence before admission} 
&, 4 - 0. COUNTY Reis 0. STATE b. COUNTY 
tof ey arro ary Land Hart ord 
at b. pei are {IF outside leas limits, write ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN {IF outside corporate limits, write RURAL ond give neores! town) 7 
aX ‘ond give neorest town! | 
é 
we He on 262 days Harve de Grace 
@. NAME OF HOSPITAL {If not in hospitol, give street oddress) . STREET ADDRESS @. I RESIDENCE 
Pac ON A FARM? 


10a, USUAL OCCUPATION (Give kind of work done 


10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) 


He! on State Hospital Elizabeth Street ves (]_NO Gt 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED > Ol 
{Type oF print) Daniel Keys ex December Us, 19 58 
5. SEX 6 COLOR OR RACE ]7. maRRicD BR} NEVER MARRIED (} [8 DATE OF BIRTH 9 AGE {in yeors if UNDER 
cal prin 
Male Negro = |wiwowen (] pivorceo(] | 6e22—1906 oy ba 


yn. 


11, BIRTHPLACE (Stote or foreign country) 


Middlesex, Maryland 


12. CITIZEN OF WHAT COUNTRY? 


USehe 


pom 


3. FATHER'S NAME 


14, MOTHER'S MAIDEN NAME 


Address 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remove corbon papers. Pages | and 


couse (0), stoting the under 
lying couse lost 


{ch 


~ Hezekiah Keys Annie Keys? 
us WAS ee U.S. ARMED eas 16. SOCIAL SECURITY NO. | 17, INFORMANT 5 
Pap ASS Me le a ag ood So 
Wo 218-01-5327| Daniel Keys - Patient 
18. CAUSE OF DEATH [Enter only one couse per line for (0), {b), ond (c)-} 
| PATE OAT MMeDIAtY cast o1_ Cardiovascular insufficiency 
f@D KA DUE TO 
eon dinehai fron ya ani re Carcinoma of both lungs 
Gove rise to immediote acs 


| 


Pat il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART }(o) 


19. WAS AUTOPSY 
PERFORMED? 


yes] not] 


‘OR: After this certificote has been signed by the ottending physician ond completely filled in ty 


ta burial, cremotian, ar remaval, and in any event within 72 hours after death. 


detached for use os the burial-transit permit. 


alive on... aH, ie 1 
ACTUAL 4, UY er luz &-f) ai 
I a ea eM: 


may be retained by the haspital ar ottendin 
cT 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs after death: Page 4 ga 


Yi SIGNATURI . 

ad I PHYSICIAN'S 

zi awcines =dgars M. Maculans, MoD. _i Henryton, 

Z2°° ION, | 226. DATE THEREOF Zc. NAME O TERY-OR CREMATORY 

Zee req Se OM Lritbrny lla U/ 

ae UNERAL DIRECTOR'S, SIGNATURE Viget, Le Sy REC'D BY REGISTRAR 
WA | atte 21 Mil Listanab hi, ip dd\ x08 24'S 


200. PLACE OF INJURY (Home, form, | 20F, (City or town} 


21. | certify that | attended the deceosed fram___ March 27, . 19.58, to Dece lh, _.. 


[County (Stor 
street, office bidg., ete.) | st bak 


<€ 
5 
2 3 
2 
cs Pe} 
2 = [200. ACCIDENT WAS UNDERLYING [J__| 20. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
E ]OR CONTRIBUTING LJ CAUSE OF DEATH 
G |e citHer, NOTIFY MEDICAL EXAMINER) 
2 
& [Roc TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 
6 Hour 0. m. While Not while ooh) 
= J jot work ([] ot work 


19.58. that | last saw the deceased 


58... and that death occurred at5230_AM, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, stote} DATE SIGNED 


wa. Henryton State Hospital._________.12=]he58 


LOCATION (City, town, or county) 
Bali Kote : 
A. 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
33588 CERTIFICATE OF DEATH ip ide LORE 


oll 


Bae 
23 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
& z ~ ©. COUNTY a. STATE b. COUNTY 
32 fog Y_ Cerro _ Maryland Allegany 
uw} 2 wi b. CITY OR TOWN {If outside corporote limits, write | ¢, LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporote limits, write RURAL ond give nearest town) f 
33 } RURAL ond give nearest town) ey, V 
gx ae Westernpo et 
B d. NAME OF HOSPITAL {if nat in hospital, give street oddress) J. STREET ADDRESS «. 1S RESIDENCE 
a é OR INSTITUTION ‘ON A FARM? 
= if p gfield State Hospital ves} NOT) 
5 3. NAME OF First Middle tow 4. DATE Month Doy Yeor 
Ff Wreesrraet Harry Eugene Kooken Hp g 
° 5. SEX 6 COLOR OR RACE [7. MARRIED] NEVER MARRIEO [7] | 2 DATE OF BIRTH 9. AGE (In yeors |IFUNDER 1 YEAR 
a lost birthday) [Monthy Min 
Male hite wioowed [) oivorceo[] | 6 [23 /03 yes. 
a Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ae during most of working life. even if retired) 
<s ) , a Crane VLA Maryland U.S. 
& 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
§ 5 
g erran Kooken Ethel C, Snyder 
2 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
° ake = BY/, Hospital Records 
1B. CAUSE OF DEATH [Enter only one cause per line for (0). (b). and (c) INTERVAL BETWEEN 
Y 
_ PART 1. DEATH WAS CAUSED BY: Onsen ae 
§ ,, pao, IMMEDIATE CAUsE (o1_ACute thrombosis of the left leg. 
# L4L5 3 » / DUE TO 


Conditions, if ony. which Berger's Disease 


gave rise to immediate 
couse (o}, stoting the under. DUE TO 
ying coves leat ta 


|, cremation, ar removal, and in any event within 72 hours affér 


R: After this certificate hos been signed by the attending physicion and completely filled in by 


€ 

a 
82% 
285 ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I0}]19. WAS AUTOPSY 
Ros = « 
458 S| Schizophrenia rea on, other and unspe ed yes) No 
Peaas = ]200. ACCIOENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED, {Enter noture of injury in Port | or Port Il of item 1B.) 
= &¢ JOR CONTRIBUTING C] CAUSE OF DEATH 
eee G JF EITHER, NOTIFY MEDICAL EXAMINER) 
SEs § |0c. TIME OF INJURY Month, Dey, Veor ] 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, 1 20F, (City or tawny) (County) {Stotey 
ree 6 Hour a. m. While Not while foctory, street, affice bldg., etc.) | 
eae = p.m. 19 Jat wark [] ot wark [J ' 
ast iB 5g 
¢ 21. | certify that t attended the deceased from._3/7_ ee mee ae , 19.28. that | last saw the deceased 
823 
ae alive on__.12/3/58__ ae vi pee eer and that death occurred at_93 SM, fram the causes and an the date stated abave. 
= S ADDRESS (Street, city of town, Hote} DATE SIGNED 
> 

ACTUAL 
SGNAT wo. Springfield State Hospital 12/3/59... 


v 2 he 
Nametiyen pSUStin delCampo, M.D.‘ == Sykesville, Maryland 


‘Wa. BURIAL, CREMATION, | 226. DATE THEREOF OF CRMETERY OR GREMMFORY ty. town. af counfy) (Stote) 
/REMOVAL (Specify) q Z YY 
1) = <-S4 Jp 
CALETA g Z ~LiA ey MLA CCE (ths 


23. FUDIERAL DIRECTOR'S SIGN, ATURE 


yy AGOrea: Qfo. REC'D BY REGISTRAR | 24b/REGISTRAR'S SIGNATURE 
ag 
is) GPS AOM EL, LER EOE, ore bao EW Hg ve DEC 8 '58 Cth; £. Mass 
eee ee a a ne eS 


may be ret 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires tha! the death certificate be executed within 24 haurs after death: Page 4 
TO FUNERAL 


Zs 
s> 
a 
= 
Ps 
% 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 =e 
13589 CERTIFICATE OF DEATH aa ae 13550 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] 


of PART I. DEATH MPDIATE CAUSt o)__Arteriosclerotic heart disease 
DUE TO 
Ghagetbns Aitieny ea “se Generalized arteriosclerosis 


INTERVAL BETWEEN 
SET AND DEATH 


ears 


“ ss 

ra 2 = 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 

e 8s . COUNTY : o. STATE b. COUNTY 

eee Carroll MARYLAND Maryland Frederick 

£ 3 rs b. CITY OR TOWN if outside corporate fimits, write c, LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If autside corporate limits, wrile RURAL and give nearest lawn) J 
s ‘ond give neares! town! 

= go ykesville lyr.10mos .12daye Ijamsville /ox. 2 

Ra & 7 d. Ret Nerina: (If not in hospital, give street oddress) d. STREET ADDRESS: = BNR iea ns 

i ri Mi 

oe ! Bp ringtield State Hospital None yes (] No (F 

2 6 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 

& 23 (Type or prin!) Florence Andrews: Lipps: bean December 23, 1958 

+= oD 

Be 8 5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [] | ©. DATE OF BIRTH 9. AGE (In yeors [IF UNDER | YEAR|IF UNDER 24 HRS. 

2 Ae Iggt birthdoy} Mi 

Fe Pe Female White |wiowefX  owvorceog) | April hy 1880 Hg i, [ea ae yenes | ae 

2 & 10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 

Fy 8 during most af working life, even if retired) 

3 vet/ Housewife - Maryland US Ae 

a8. 2 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

2 28 Charles Andrews: Emma Klise 

= 6 \ WAS: ee U. S. ARMED FORCES? |14. SOCIAL SECURITY NO. | 17. INFORMANT Address 

uns val 0) a 7 we ic . 

B os me lire ers eet - Springfield Hospital Records 

« $2 

Bo git 

ao) a 

is 43a 

a = 

o 

= 


Years. 


cise ta immediote 
fa), stoting the under- ( PUETO 


lying cause last. (c} 

CBS assocewith CSE SSP Meta Wor Leis Br REY Or” HEME GH SUPE SEB AFT Ho)] 19. Was AuTOrsy 
eDeve e iJ “ae > 

brain disease with psychotic reaction. ves) NODE 

20a. ACCIDENT WAS UNDERLYING [7 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Part Il of item 16.) 


‘OR CONTRIBUTING [] CAUSE OF DEATH 
(If EITHER, NOTIFY MEDICAL EXAMINER) 


eee 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY {Home, form, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., ete.) } 
PB. m. 19 lot work [] ot work (J ‘ 


21. | certify that | attended the deceased fram. es tobecember 23, 19.2% that | last saw the deceased 


alive an_December 225 __ 198 , and thet death accurred at. M, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote} DATE SIGNED 


a ae of Shen rho, Springfield State Hospital 12/23/58 


quires 


, ar removal, and in ony event within 72 haurs ofter death, 


MEDICAL CERTIFICATION: 


R: After this certificate has been signed by the attending physicion and campletely filled in by 


letached far use as the burial-tronsit permit. 


may be retoined By the haspitol or oftending physicion. 


the registrar prior ta burial, cremation 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


az 
28 J) [owsicians Edmmd Lusthaus, M.D. Sykesville, Maryland 
3 ce 20. BURIAL, ite ‘22. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY ‘72d. LOCATION (City, town, or county) {Stote) 
23 Bua” | 12-27-58 Mount Olivet Cemetery Frederick, Maryland 
2 23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

Vs AIS (4) «| Me R. Etchison & Son, Frederick, Maryland pate DEG 2 9 '58 iwvitan oS. Me 


15M 10/57 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death. Page 4 


—_ 


Ag be filed 


Poges 1 and 2's 


ned by the attending physician and completely filled in by the funeral director, 
Then please remave carban papers. 


| or attending physician. 


After this certificate has been 
ached far use as the burial-transit permit. 


page 3 should b: 
the registrar prior ta burial, cremation, ar remaval, and in any event within 72 haurs-after death. 


may be retained by the hospi 


TO FUNERAL DIR! 


ere STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
43550 CERTIFICATE OF DEATH 13581 


Reg. Dist. No. 
1, PLACE aa DEATH 
o. COUNTY ; s MARY! 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
b. CITY OR TOWN (IF outside corporote limits, wrile | ¢. LENGTH ag STAY IN Ib 
RURAL ond give negres! > 
SLAC, aly. Ue 


°. aA, ; Y a4 b. COUNTY G rotl 


€ is 2) OR TOWN’ (If outside corporote limits, write RURAL ond give nearest town) 


LA 41 ps 4eAd Wed 


d. NAME OF HOSPITAL (If = in at give street oddress) 1 d. Lee ADORI 


@. 1S RESIDENCE 


OR INSTITUTION ON A FARM? 
Main SF ha AD Air _ ok ves ENO 
First Middl a. Be 
REN aee irs iddle teas TE Month Doy 
(Type or print) S74 aL?) P 1/2 Sata eceMfe sp 20 19 5 
$. SEX 6. COLOR OR ae cH MARRIED [} NEVER i krico 1] 8. DATE OF BIRT! ie? “eho Bi | WF UNDER 1 YEAR| If UNDER 24 HRS. 
jos Spon, ea s Min. 
_ — 
y wipoweo Jaf bivorceo [] CCM bed ¥ F23 | S| 
To. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign | it ied CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
ee thane “rary las USA: 
\ Th FATHERS NAME Ta. MOTHER'S MAIDEN NAME 


\ 
oN AS PATS ri 


a. WAS — IN U. s fans FOR as 16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
ea ee 
$e 3y-0Yf8 Pvt Helen Lipo, Gonelt et AD Mel. 


1B. oa OF DEATH [Enter only one couse per Tine for (0), (b), ond (c}-] INTERVAL BETWEEN 


PARTE. — WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


, 


é DUE TO 
Conditions, if ony, which 
gove rise to immediote 
cote (o}, stoting the under. ( OVE TO 
lying cause fost. 9 
3 Parr Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(}]17. WAS AUTOPSY 
e 
3 yes] Now 
3 Pn, 
= | 200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
& | OR CONTRIBUTING L] CAUSE OF DEATH 
& j (IF EITHER, NOTIFY MEDICAL EXAMINER) 
e, 
& |20c. TIME OF INJURY Month, Doy, Year ]20d, INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20F, (City or town) (County) {(Stote) 
ray Hour °. m. While Not sel poor Mastered street, office bldg., ef 
= p.m lot work -e ‘es 
21. 1 cer ee that | attended the deceased fram. ego. , wIz sabbiee BO. as , 19.4.0.,that | fast saw the deceased 
. 
alive af pe 
W), ‘ADDRESS {Stree}, city or town, i DATE SIGNED 
ACTUAL 7 t 
siguatun¢—ar ete Len, 7 maw ee { Abia ee tho ae x 
/ kes a, ¢ 


frees OSC OSeCph 


A BUBAAL, CREMATION, | 22. DATE THEREOF] 22c. NAME OF CEMETERY OR CREMATORY ——~—~*Y % OF CEMETERY OR § Tet gd Y i JOCATION (cy, soup of @3 “ ahr") 7 
ie OVAL zp (2- Urol ; AS d 


24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S OR: 


DATED, | 


joe 


Papier y 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
t35Si CERTIFICATE OF DEATH 


13582 


Reg, Dist. No. 


20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED —{ 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour a. m. While Not while factory, street, office bldg., etc.) ! 
p.m. 19 ot work [] at work (J i 


-, and that death accurred 013336_AM, from the causes and on the date stated abave, 


: After this certi 


detached far use as t 


ge —=3 
S z ‘; 1 sat aoa i beet ares Me (Where deceased lived. If institution: Residence before admission) 
oO °. JUNI a. b. COUNTY 
e 2% MARYLAND: 
2 Carroll Maryland to, Cit: 
a 3 b. aes TEN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN [If outside corporote limits, write RURAL ond give neares! town) y 
s Rl ond give nearest town} 7 ss } J 
3 Ex Sykesville 2yrs.e7mos 9 Baltimore 2) BVOs uh V 
= 3 d. NAME OF HOSPITAL (If nat in haspitol, give street oddress} d. STREET ADDRESS e. IS RESIDENCE 
%& & | R INSTITUT ON A FARM? 
: 2 } Springiteld state Hospital 2325 E, Fayette St. Yes C] No 
> vu é 
2 £5 3. NAME OF First Middle low 4. DATE Month Doy Yeor 
a 25 ttype'er prin Elizabeth Katherine Rauh Luckert Sian December 19 1998 
c = 
= ly 5. SEX 6. COLOR OR RACE |7. married [] NEVER MARRIED [7] | 8. OATE OF BIRTH %, AGE Ree Tana) Tread IF UNDER ae 
= i in. 
2 = i Female White wivoweo #4 ovorceoc] | April 5, 1886 3 vise oon tae We ale a 
a 
2 eae 100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
5 < u IN (G of wo 
ee ae ire most of working life, even if retired) M and U.S 
ear \ ousewife - larylan eSehs 
i. aD ry 
Zz im) 3 ‘13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
o 3s 
4 John Rauh Mary Kruger 
B Bes 
Be S52 7 1S. WAS DECEASEDEVER IN U. $. ARMED FORCES? /16. SOCIAL SECURITY NO. 117. INFORMANT Address 
é 
ee ere vas, 20, 0¢ unbewn| (vee eee 
ORES No - - Springfield Hospital Records 
2s: = 3 
iF zs = 18. CAUSE OF DEATH [Enter anly one couse per line for (a), (b). ond (c)-] : INTERVAL BETWEEN 
Sze 
ee PART | DEATH Sci eios io. _ Rheumatic heart disease ears 
ce 0 
£ ef € be i / ‘i 
£es Tl xX QUE TO 
= es » 
°o a 
2 Bex ‘Oi ip, Seng. thay Bronchopneumonia Days 
cats 5 Ye whi tb 
3 BES gove rise to immediate 
ae cause (a), stoting the under. ( OVE TO 
g s%s2 lying couse lost. © 
2525 ayn gica use iost 
ze 3 5 Zz Pag Il, OTHER SIGNIEK IT CONDIVONS CONTRIBUTING TO DEATH 8\JT NOT RELATED ‘HE TERMINAL DIS! € CONDITIO! VEN IN PART Vo}}19. WAS AUTOPSY 
bssizg - |8/c. BS assoc. ra ,eross force, psychotic reaction, PEREORMED? 
2338 oC 15 7, OX ves#]_ no (] 
ot 2 5 = 20a, ACCIDENT WAS_UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port I! of item 1B.) 
car x & [OR CONTRIBUTING O CAUSE OF DEATH 
26 © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
5 3 
4 5 
8 
G = 
3 
3 
= 


ADDRESS (Street, city or town, stote) DATE SIGNED. 


‘* 
— 


may be retained by the hospital or attendin: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The 


x 
(eo) 
g 
[4 
Is 
zis Rieti, _EGmund Lusthaus, M.D, ===“ Sykesville, Maryland 
78 e ‘720. BURIAL, CREMATION, 7b. DATE THEREQF ic, NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, oF county) {Stote) 
a R Al ‘1 
222 varia. LAfaa/Se¥ Lory Reperemere Gu. =A ; dD. 
Y ~ . ' R 24a. REC'D BY REGISTRAR 2ab. REGISTRARS SIGNATURE 
Vs Als (4) we oateDEC 2 3 '58 Codhun £ Haun 
i me 


1SM 9/88. ] 


oul 


ero! director, 
be filed with 


vy 


Poges 1 and 2 


the offending physicion and completely filled in by 


The law requires that the deoth certificate be executed within 24 haurs ofter death: Poge 4 
Then please remave corbon popers. 


pitol ¢ 
R: After this certificote hos been signed by 


may be retained by the hos 
ee: 


|, cremotian, or remaval, and in any event within 72 hours ofter deoth. 


‘oched for use os the buriol-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
page 3 should 
the registrar prior to buriol 


TO FUNERAL DIR; 


VS A15 (4) 
15M 10/87 


i a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
13592 CERTIFICATE OF DEATH 


13583 


Reg. Dist. No.~ 


2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmissian) 
CARROLL manvand || SATE Maryland b.county Howard 
b. CITY OR TOWN ({/f autside corporate limits, wrile | ¢, LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corpor . write RURAL and give nearest town) 
Raber ahs meg owl ese lyrl0mo. lidayd Ellicott City 13x v 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS ; a 1S RESIDENCE 
Springtield State Hospital 1,2 Main Street VST NOR) 
3. ee zt First Middle tot 4. re Manth Day Yeor 
(Type oF print) Mary Rose Schrod MADEN DEATH December 3 1958 


[5 sex 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [-] | 8. DATE OF etRTH 9. AGE (in year iF UNDER 1 YEAR| IF UNDER 24 HRS. 
Whi last hipthday} [Months] Da W Min, 
Female White — |wiowes pivorceo} | 28-70 i igen | Davealittoars n 


10a, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR ie BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during mast of working life, even if retired) 


Housekeeper Af EAIEL- Maryland Ue ihe 
H13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME as 
Charles Schrod Katherine _ , 
iA WAS. SE aT U.S. a Gide 16, SOCIAL SECURITY NO. | 17, INFORMANT Address 
fet, nO. of unknown) {It yes, give wor or dates of service) ’ 
No Yh : S.S.H. records Sykesville, Md. 


INTERVAL BETWEEN. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c).] INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: 


we, IMMEDIATE CAUSE (0)__© g 0 day: 
SBAx DUE To 7 
Conditions. if ony, mis Chronic brain syndrome associated with arterio- Years 
gove rise ta immediate e 
couse {0}, stofing the under. (OVE TO sclerosis.| 
lying couse lost, 
é Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ma) { 19. Hetdies ec) 
eS 
S hronic brain syndrome associated with arterio ero psychotig “sO Not 
= [200. ACCIDENT WAS UNDERLYING 20. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port t or Part Il of tem 1B. . 
& Of contReUTING LI cause OF DEATH ge ee ie eer re) reaction 
[CIF EITHER, NOTIFY MEDICAL EXAMINER) 
3 [20c. TIME OF INJURY Month, Day, Yeor ]20d, INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (State) 
ra Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
= p.m. W Jot wark [7] ot work i 
21. | certify that | attended the deceased from _Jamary._29__, 19.57, to. _Decenber_3., 19.58 that | last saw the deceased 
alive on__December 3__ , and that death occurred ot 225P.m, fram the causes and on the date stated above. 
ADDRESS (Street, city or town, stote) DATE SIGNED 
totic — KWAnsan ne eficld State Homital 12-h-58_ 
PHYSICIAN'S 


NAME (Type)___T]se Kamm, M, D wSvkesvil le. Naan“ ee > ee 
Zo. BURIAL, CREMATION, | Z2b. DATE THEREOF E R WATOR Td. LO TION if_lown, ar county) 


Bova | 7a oS | 


Cie Nila 4 MALICE LLtz 
23. FUNER EXRECTOR'S SIGNATU! rd 24a. REC'D BY REGISTRAR ‘24b, REGISTRAR'S SIGNATURE 
Bette Fy - is tS Zot \oon DEC 10°58 Cath 0h 


/ 


od 


Be tiled with 
= 


4 gs directar, 


Pages 1 and 2 


2 The law requires that the death certificate be executed within 24 haurs after death: Page 4 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
may be retained by the haspital ar attendin: 
*: 


TO FUNERAL DIR 


ig physician. 
After this certificate has been signed by the attending physician and campletely filled in by 


tached far use as the burial-transit permit. Then please remave carban papers. 


the registrar priof ra burial, crematian, ar remaval, and in any event within 72 haurs after-deoth. 


page 3 shauld 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 - 
135993 CERTIFICATE OF DEATH : 13584 


Reg. Dist. No. 
cA (fot MARYLAND 


2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission} 
. LENGTH OF STAY IN 1b 


1. PLACE OF DEATH 
o. COUNTY 


0. STAT Ae LAND b. COUNTY CARROLL. 


b. CITY OR TOWN [If outside corporote timits, write ¢. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


RURAL ond give nearest town) 


: p ate 
(4h ST 2 x CUCAL - WESTMINSTE 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS: @. IS RESIDENCE 
‘OR INSTITUTION / ‘ON A FARM? 
Yes 3 No 
3. NAME OF First Middl 4, DATE y 
DECEASED * radia Month Day ee 


Last i" 
(Type or print) CEWE Loereawe MP LEMORE| Stam Pex 195% 


5. SEX §. COLOR OR RACE | 7. MARRIEDIRLNEVER MARRIED [] | 8: DATE OF BIRTH 2a NSEC pops TE INDE RYE Tea ERE 
~f, 4 j ry eet! Min, 
FEMALE! wt winowe —_ oworceo | A213, / RIK ZO rn. 


10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, evan if retired) ¢ 
Heese Wit ew York, WV, Y. SB 


IV VUSE 


ie 
) } 13. FATHER'S NAME 4 14, MOTHER'S MAIDEN NAME 


eR pbex df. Ree NW. 


1S. WAS DECEASED EVER IN U, $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT. Address 
T¥es, no, oF unknown) {it yes, give wor or dates of service) g 2 x} LYS é a #, 
ogg fs 
No 0 F5-69-A99A FRU LA emsce, West Mywister Kh d. 


INTERVAL BETWEEN 
ONSET AND DEATH 


PART |, DEATH WAS CAUSED BY: eee { CA re) PA LUCE 
Conditions, if any, which 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o)|19. WAS AUTOPSY 
OR CONTRIBUTING [) CAUSE OF DEATH 


IMMEDIATE CAUSE (0} 
CHEE IAL Aer. NOMA, MeaASAN 
gove rise to immediote 
VALVULAR aul (2a 3 fist. ves] NOR 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


VB, CAUSE OF DEATH [Enter onty one couse per line for (0), (b). ond (c)-] 

/7oxX DUE TO 

coute (o}, stoting the under (| DUE TO AO 225 MA iT 6(€AST— 

fephesuts tee ghV Moc hitcino oe @iGt @ 

20a. ACCIDENT WAS UNDERLYING [1 [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of jem 1B.) 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED  |20e, PLACE OF INJURY (Home, farm, | 20F. (Cily or town) (County) (Stote) 

Hour an. While Not while foctory, street, office bldg., etc)! 
p.m, 19 fot work [] ot work [] 


z 
Q 
= 
< 
= 
= 
= 
& 
a 
i) 
es 
= 
= 
6 
o 
= 


H 
21. | certify that | attended the deceased from.__[V\ fm ie ew 19. 6% , to, WES. JG 19.5B.that | last saw the deceased 
alive an____ TE 6 LIS 199. 98 , and that death occurred at_ 23 "AM, fram the causes and an the date stated abave. 
] d oh: l-7) ADDRESS (Street, city or town, stote) DATE SIGNED 

/ Py - F Tet ee 
sent goal CE Wi [ene no, 205. WALNUT ST. Pg /eR 


mm DONALD £. wiTHees mp _tanovett, PR. 


Zo. BURIAL, CREMATION, | 220. DATE THEREOF Wc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City. town, 
7), REMOVAL (Specify) Hla. SSE VG Zi 6 “ * fe ee eee 
& Lat oa LAA ne CF Pekin - eC Ate L- - 
Gas. ‘ y 
PIL y 74 . 


do. REC'D BY REGISTRAR | 24b. AEGISTRAR'S SIGNATURE 
OaeEC 2 2 58 Labbe 0 oe 


od 


guneral director, 
jd be filed with 


a 


Then please remave corbon papers, Poges | and 2 


signed by the ottending physician and completely filled in by 


jetached far use os the burial-transit permit. 


JOR: After this certificate has been 


the registrar priar to burial, cremation, ar remaval, and in any event within 72 hours after death. 


moy be retained_by the haspital or attending physicion. 


FUNERAL Di 


HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the deoth certificote be executed within 24 hours ofter death: Page 4 
poge 3 shauld 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
413594 CERTIFICATE OF DEATH ron ound BSD 


Yr SE CUNT Rae, is bao kd (Where deceased lived. If institution: Residence before odmission) 
; Carroll MARYLAND Maryland b. COUNTY Garrett 
b. Wu limits, write | ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town} J 
Syke e 2yrs.limos,Sdays: Kitzmiller, star Route / /, , 
d. a. OF HOSPITAL (If not in hospital, give stree! oddress) d. STREET ADDRESS CT ee 
Springfield state Hospital _| None v8] NOE 

3.N, WAM Ce First” Middie 4. ab Month Do) Yeor 

(ippetse pelt) Annie Frances Miller Michaels Sian = December 23, is 58 


5. SEX 6. COLOR OR RACE ]7. MARRIED LE NEVER MARRIED |e. Date oF eietH 9. AGE {in yeors [FUNDER 1 YEAR|IF UNDER 24 HRS. 
aber) Panam] aaa 
Female White windowed [] pvorcent] | August 2h, 1886 WB Felli [toe ee 


10a. USUAL OCCUPATION kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} 


Housewife Z Unknown USA. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Noah Miller Mary Kyles: 


as. WAS peeenacy oes IN U.S. aga) roncee! 16, SOCIAL SECURITY NO. | 17. INFORMANT Address 
Sens Md geo aoeeg ace 
‘No ee ae, - Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only ane cause per line far {a}. (b), and (c).] 
PART 1. DEATH WAS cAteo ey, _Arteriosclerotic heart disease 


INTERVAL BETWEEN 
SET AND DEATH 
ars 


bs a DUE TO 
Mecateaann Saaeuiie, Generalized arteriosclerosis: | Years: 
gave rise to immediot 
couse (o}, stoting the pen PUES ; | 
lying cause lost. (s 


Be ASTRA EP UCB HESS BN BH ORLA BP CUE PE U4 OH AFE CHP See Bata ial? WAS AUTORsy 
disease with psychotic reaction. ves (] NOX) 


200. ACCIDENT WAS. nese a 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Part ft of item 1B.) 
OR CONTRIBUTING [1 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


MEDICAL CERTIFICATION 


[20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 
Hour 0. m. While Not while. foetory, street, office bldg., etc.) ! 
p.m, 19 fat wark [7] ot work [J H 
21. 1 certify that | attended the deceased fromAugust 17, _ IPL __, ta, Le cember <2, ahh eects 9 thot | last saw the deceased 
alive on December 22 8 and that death oa ey (eset “2M, fram the causes and an the date stated abave. 
4 é fe } ADDRESS (Street, city ar town, stote) DATE oye 
actual Cefn Ca tho Ta > Springfield State Hospital 12/23/58 


PHYsIAN'S, «Edmund Lusthaus, M.De aA) Maryland 


heh AIR SE, Samer = RRR ena AS igh Ee Ras Ae > a aR LL a SA ee 


wee £ 1G ee 4 de 
oe IGN a. REC'D BY Sone ‘Rab. REGISTRAR'S SIGNATURE 
Eee (Pl Le DATIBEC 2 9°58 Clikhwn §, Moms 


town, ar cqunty} . (Spote) 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12 5 & 5 
> 5 t 
iv 
49598 CERTIFICATE OF DEATH Sh 
Tt ee Sie = =a 
5 3 3 (1 1. PLAGE OF DEATH 2 USUAL RESIDENCE (Where deceosed lived. If insillon: Residence before odmission) 
S 2 ° co * b. COUNTY 
= £3 Carroll isecrskartsi Maryland Prince George é 
SD Vv 
£5 3 b. CITY OR TOWN (iF outside corporate limits, write | c LENGTH OF STAY IN Ib ©. CITY OR TOWN (IF outtide corporate limits, write RURAL ond give neares! town) 
3°48 RURAL ond give neores! town) Bo is. 
a Henry ton 913 days | Laurel 1/64/12 
<2 > y d. earn {If nat in hospital, give street address} d, STREET ADDRESS e Apes 
o 
2 3S Henryton State Hospital 61 ves [] No & 
g 4 oS 
£ = & 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
~ - , : 
eoheas Sie er) Joseph Alphonza Nicholson DEATH December 28 1958 
es EL 5. SEX 6, COLOR OR RACE |7. MARRIED AE] NEVER MARRIED [] | 8: DATE OF BIRTH 9 AGE tn year TEER TYEAR] IF UNDER 24 HRS, 
<s = Mt Hi Min. 
pS a Male Negro _|wivoweo Cj pivorceo [} 2-3-1910 18 youl od Fi 
2 eg. 10a, USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ae count 3 during most of warking life, even if retired) 
3 Bes None Laurel, Maryland U.S.Ae 
3 535 J13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
58s 
S See Abraham Nicholson Laura Heburn 
= ze i 3 1S. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
4 a & (Yes, 0. oF unknown) {if yes, give war or dates of service) f 
Reais No 05-07-7572 Joseph Alphonza Nicholson <= Patient 
3 12 8 = 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), and (c}.] ARTERVAL RIE 
3 8 $2 __ PARTE DEATH EDIATE CAUSE (ol Cerebrovascular Accident 
es C ‘ DUE TO 
A 3 4 
£ Bz > Conditions, if ony, which ne Diabetes Mellitis and Alcoholism 
3 3 Re gave rise to immediote DUETO 
"aay Giaee’ couse (0), staling Ihe under: 7 
oetsP lying couse lost. © Far Advanced Bilateral Pulmonary Tuberculosis 
32 85° é Paar I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(a)[1P. WAS AUTOPSY 
SSofs =e A 
etsss O13! 240% ves(] Not 
= 203 5 © [20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Porl | or Port I of item 18.) 
egeet & | OR CONTRIBUTING L] CAUSE OF DEATH 
Zeses © | (iF eIMHeR. NOTIFY MEDICAL EXAMINER) 
Sse=: 5 
2 SE85 & |20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, | 20f. (City or tawn) (County) (Stote) 
= Seeeho ray Hour o. m. While Not while foctory, street, office bldg., etc.) ! 
esErs = p.m. 19 Jot work (] ot work [7] ‘ 
eet Its} 
2 Bes — 21. U certify that | attended the deceased fram _June. 28. a 19.56, to... December 2819.58 that | tost saw the deceased 
25S 3s : 
ary 2 B38 alive on_Dece: goer 26 ee, 58 : AM, from the causes and on the date stated abave. 
E 2 os a Wy ly, ADDRESS (Street, city or town, state) DATE SIGNED 
a SB: SIGNATURE . ee D 
ao - .D. ., A 
Ofape ! 
25°53, ‘ ; 
Zs228 Namcives: Dre Edgars M, Maculans, Supt. yton State Hospital, Henryton, Md. 
a = Ca ES ee ae eed 
Fd 3 3 2 “3 ‘Mo. BURIAL, RT ON ‘2b. DATE THEREOF Me. jE OF CEMETERY OR C RY y, 2d. LOCATION (City, tawn, or county) (Stote} 
~S3r AMEMOVAL (Specify (9 ( 4 Qnityee es 
ofoket Arial bw. 3/, ne OS Zier am: DJOfie A Aaa. : Le, 
= 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240. Bee ee REGISTRAR, Tab. REGISTRARS SIGNATURES © 
SANS (4 
We ie. be AF ~ ¥ ha *- 


wa 


fgnerol director, 
be filed with 


Pages 1 and 2 


in 72 hours after death. 


that the death certificote be executed within 24 haurs after death: Page 4 \S 
Then please remove corbon popers. 


te has been signed by the attending physician ond completely filled in by 1 


oched for use as the buriol-transit permit. 


the registror priar ta burial, cremotion, or remavol, and in any event wil 


me 


moy be retained by the haspital or attending physicio: 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires 
poge 3 should 


TO FUNERAL DI 


VS AIS (4) 
YSM 10/87 


,5 


ce 


a~ 
a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 3 5 g 8 
13596 CERTIFICATE OF DEATH tile ea 


1. PLACE OF DEATH a bean powerce (Where deceased tived. If institution: Residence before odmission) 
. COUNTY b. COUNTY 
Carroll faryland ty 
b. CITY OR TOWN {If oulside corporole limits, wrile | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) ] 


RURAL ond give nearest town) 


Sykesville 


d. NAME OF HOSPITAL (If not in hospital, give street address) 


m 2] d 


Baltimore 18,)d, vot 


d. STREET ADDRESS . 15 RESIDENCE 
OR INSTITUTION ‘ON A FARM? 
oringfie d ee 709 yes [] NO gy 
3. NAME OF First Middl 4. pate 
DECEASED x a ree per <= 


(Type or print) fie beara 72 188 
S. SEX COLOR OR RACE |. MARRIED [] NEVER aaa ole sane BIRTH 9. AGE os years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
ie birthdoy) [Months] Doys | Hours] Min. 
M W WIDOWED [E> pivorcen [] 


10-7~71. yn. 
Wo. USUAL OCCUPATION (Give kind of work done] 0b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stofe or magn Bt country) 12. CITIZEN OF WHAT COUNTRY? 
| during most of working life, even if retired) 


Lithographer New York U.S.A. 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Philip Pomarius JOhanna 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT Address 


(Yes, 90, oF unknown) (IF yes, give wor oF dates of service) 


unkn wu S Hogitel Reoerds 
18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). and ().) INTERVAL BETWEEN 


ONSET AND DEATH 
. D BY: 2 
FEST ED EATH NCO TTSeR Ea) Bronchopneumonia days 


Dey) x DUE TO 


Conditions, if ony, which (b1 
gove rise to immediote 

couse (0), stoting the under. ( OVE TO 
lying couse lost. tc). 


ra Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE ep GIVEN IN PART I(o]|19. WAS AUTOPSY 
=| C.B.S. assoc. with cerebra art rebral arterioscler. with psych. reaction TE ORME 
S_LArterto O ardiovas ves] NOW 
= [ 200. ACCIDENT WAS UNDERLYING (] | 20b. DESCRIBE HOW | rt “OCCURRED. (Enter notute of injury in Port | or Port I of item 1B.) 
& 1OR CONTRIBUTING LC] CAUSE OF DEATH 
G | (iF (THER, NOTIFY MEDICAL EXAMINER) 
& [toc TIME OF INJURY Month, is Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) {County) (Stote) 
a Hour o.m. While Not stile foctory, street, office bldg., ete. 
= P.m. jot work [_} of work 
21. | certify that | attended the deceased fram..__..___/" = 22—~,19.58_, ta___.___1é = 12> 19.58 that | last sow the deceased 
alive an___. ...-. and that death accurred ot 54308 Mn fram the causes and an the date stated abave. 
ADORESS (Street, city or lown, stote) DATE SIGNED 


Ad ae Springfield State Hospitel_...._____] 12-13-58 


ACTUAL 
SIGNATURE. 


PHYSICIAN'S 
NAME (Type) kasville, li 2S eee eee 


No. rece Tb, DATE THEREOF 7c. NAME OF CEMETERY OR CREMATORY Wd. LOCATION (City, town, ar county) (Stote) 
specify! 
Ruria De 6.1958 | Mt. Olivet Cemete Baltimore Maryland 
23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS ‘ * ‘GISTRAR 2ab, GISTRAR'S SIGNATURE 
a 2. BER Y SY | Scum mont 
William Cook,Inc. 1217 St. Paul Street DATE 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 seer 
ary CERTIFICATE OF DEATH Lagos? 


Reg. Dist. No. 


a 


sé bot 
3 i? tf. eer OF tel a Rablas RESIDENCE (Where deceased fived. If institution: Residence before odmission) 
tty | bai ° b, COUNTY 
$2 VOerPall MARYLAND “flaryland Carroll 
x] @ b. alt OF Lipa {lf Cite ree limits, ¢. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {IF outside corporate limits, write RURAL and give neareit town} 
s ond give nearest town! 7 
55 Sykesville -5m.13d. A ___ Sykesville 
s <= a dé. Or shir Te {If not in hospitol, give street oddress) ye STREET ADDRESS e eats 
Eat. | pringfield State Hospital Sosres vs] Noo 
5 3. NAME OF Firs Middle tow 4 DATE Month Doy Yeor 
e, iipearprian HERSCHEL REED DEATH December 2 19 58 
Qo 
S 5. SEX 6 COLOR OR RACE }7. MARRIED [_] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER U YEAR] IF UNDER 24 HRS. 
o tort birthdoy) ae aed 
5 Hale White WIDOWED bivorceo [) 5-7-83 ae ey ae 
& Va. USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 during my re hae) life, even if retired) i 
« O"Agent LHL "eg Maryland U.S.A. 
8 V3. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
o 
3 John Reed Mary Elizabeth Harris 
8 15. WAS DECEASEDEVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. } 17, INFORMANT Address 
E I Yes, no, oF unknown) it yes, give wor oF dates of service] - 
4 No aise. Records, Springfield State Hospital = 
8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN i 
7 Led) 1, DEATH WAS CAUSED BY: ry s 
§ pe IMMebiate Cause (o) Arteriosclerotic cardiovase' 
#€ ‘ae K of / DUE TO 


‘OR: After this certificate has been signed by the attending physicion and campletely filled in by 


PHYSICIAN'S 
NAME (Type! 


Agustin del Campo, M. Dt 
Zo. es all 2b. DATE THEREOF 2c. NAME OF CEMETERY OR CRENAFORY A Of oN (City. ge ‘of county) “7 0 (Stote) 
4 6 f2. —_ * 
aap EIS Up ee eae Ay ae CLEP, GB A 


IRESS 2ha, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
A Aa DATE D C 8 '58 es] a, TiedlA, 


the registrar priar to burial, crematian, ar remaval, and in any event within 72 howrs ofter death. 


= Conditions, it ony, which a Generalized arteriosclerosis Years 
3 gove rise to immediote 
=, couse (a), stoting the under- (| SUE TO 
= lying couse lost. {o 
S is Pant OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(o]|19. WAS AUTOPSY 
3 5 5 Chro pic brain syndy one associ ted with gircula er @ turbance wit ves [] No fg] 
2 6 a1_arte B hopncunenie 
2 = Bo ACCIDENT Was UNDERLYING o ES COESCRIBE HOW INIURY OLCURRED ‘Enter noture of injury im Port Vor Port Wo} fam 18) 
& JOR CONTRIBUTING C) CAUSE OF DEATH) = 
£ 8 |G eimmer NOTIFY MEDICAL EXAMINER) TILK, 
$8 3 20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 200. PLACE OF INJURY iHome, farm, 120. {City oF town) {County) (Stote) 
5° 8 5 Hote osm. While Not while foctory, street, office bldg. ete.) | 
pee 2 p.m, 19 Jot work ("J ot work [J H 
Fad) 
oS 21. | certify that | attended the deceased from_..June 1) sat, vo December 2. 19.23 ,that | last saw the deceased 
° 
e 3 alive on__. and that death accurred ot 8245 Am, fram the causes and on the date stated abave. 
= * ADDRESS (Street, city or town, stote) DATE SIGNED 
S 
a AL 
at / | {SeNatun toe a. aa Springfield State Hospital 
E 
2 
3 
» 
9 
€ 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death? Page 4 
page 3 should 


TO FUNERAL DI 


an 
=> 
2a 
Psa 
aS 


a director, 
¢ 


id completely filled in by 


ician on 
Then please remove carbon papers, Poges 1 and 2 


STOR: After this certificate has been signed by the attending phys’ 


the registrar prior to burial, cremation, or remaval, and in any event within 72 hours ofter death, 


jletached for use as the burial-transit permit. 


may be retained by the haspital ar attending physicion. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires tho! the deoth certificate be executed within 24 haurs after death: Page 4 
page 3 should 


TO FUNERAL Di 


VS ANS (4) 
1SM 9/85 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 , 
13598 CERTIFICATE OF DEATH 


13590 


Reg. Dist. No. 4 


Te ect ao ® aaa basal (Where deceased lived. If institution: Residence before odmission} 
e 9. SI b, COUNTY 
Carroll dare Maryland Baltimore 
b. CITY OR TOWN (If outside corporote limits, wrile | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town} v7 
RURAL ond give nearest town) Z ov 
Henryton ary land $22 days 
d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS: e. 1S RESIDENCE 
OR INSTITUTION 5 Z ON _A FARM? 
Henryton State Hospital 303 Tompkins Court Yes O Nog) 
2. lai = { First Middle low 4, eae Month Day Yeor 
\aneealh coal Joseph N. Rice DEATH Decembe 
S. SEX 6. COLOR OR RACE | 7. MARRIED fy NEVER MARRIED [1] | 8. OATE OF BIRTH 7, Age in een WF UNDER 1 YEAR| IF UNDER 24 HRS. 
jest, birthaoy) a 
Mele _|Negro _|woowo _oworcto] | March 30, 1918 boom | 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 
Laborer Unknown Fairfield, 5. C. UeS.Ae 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Henry Rice Beatrice Coleman 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |f6. SOCIAL SECURITY NO. |17. INFORMANT Address 
(eu ne: er Winereh | {yer, give wor or dete of vec 
No | 218-07-3556|__ Joseph N, Rice - Patient 
18. CAUSE OF DEATH [Enter ‘only one couse per line for (0), (b). ond (J INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: rf * ONSEnAie mea! 
Pa aX IMMEDIATE CAUSE fol__F'ar advanced bilateral cavitary tuberculosis 
Fomine gh DUE TO 
Conditions, if any, which (bh 


gove rise to immediate 
couse (o}, stoling the under: ( OVE TO 


lying couse los! ey 


3 Past If, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|[19. WAS AUTOPSY 
3 vs no 
© [ 200. ACCIDENT WAS UNDERLYING C]__| 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port for Port Il of item 18.) 
& | OR CONTRIBUTING CJ CAUSE OF DEATH 
G [UF EMTHER, NOTIFY MEDICAL EXAMINER) 
&S ]20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form. | 20. (City oF town) (County) (Stote) 
5 fae a While aie factory, street, office bldg., etc.) | 
2 p.m. 19 [ot work (J ot work [J H 

21. | certify aes | attended the deceased from__.dune 20 _, 19.56, to, December_2%9._58that t last saw the deceased 


. and that deoth occurred at. M, from the causes ond an the date stated above. 


alive on____VOLe | On 19.98 
Ww 4, ADDRESS (Street, ef of town, state) DATE SIGNED 
eenzluere Wj, Fy Hen: : 


SGNATUR 


Nitin BcoMe Maculens, MD, Henr ton. State Hospital 


Be Re oS SS eS 
ak iar | 2c. NAME OF aeree fe, gEMATORY ees oy UZ (Store) 
ty] 
4 Le A A 


23. FUNERAL DIRECTOR'S as NATURE ADDRESS Zao. REC'D BY REGISTRAR | 24b. REGTEAN? SIGNATURE 
Zhu 
plant A Fir al GH: 3b peudkh Di, oa 2 59 Cth £ Rett 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 13 594 
599 CERTIFICATE OF DEATH 


oa 


Reg. Dist. No. 


m3 ro 
ON 1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceored lived. If Institution: Residence befare odminion) 
o 3 °. °. b, COUNTY 
ot oe Carroll ae aryland Montgome 
£5 b. CITY OR TOWN [if outside carporate limits, write | ¢. LENGTH OF STAY IN 1b . CITY OR TOWN (If outside carporote limits, write RURAL and give nearest town) 
g \s RURAL ond give nearest town) ie 2 
ue Sykesville 6 days Takoma Pari WE bs 4 
2 by d. NAME OF HOSPITAL (if nat in haspital, give stree! oddress) d, STREET ADDRESS 1S RESIDENCE 
75s eee OR INSTITUTION : ON A FARM? 
eas / Springfield State Hospital Carroll Avenue vEs [] No 
ey te 5 3 NAME OF First Middle tow 4. Date Manth Day Yeor 
cee (Type or print) HELEN Vero‘ ROSS DEATH December 11 1958 
© = 
BS eae S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED FX] | 8. DATE, OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS, 
Ses Me lost birthday) Min, 
fore Female White widowed {7} Divorced [] Oe 12, 6 : bee ba Lees, 

3 & ae Wo. USUAL OCCUPATION (Give kind af work done} 10b_ KIND OF/EUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign coun) ) 12. CITIZEN OF WHAT COUNTRY? 
o. Leebie during most af working life, even if retired) fd oh s 
Bo wes Proof Reader At (Du. --- U.S.A. 
3 ° 8 ry 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
» 88% 
ACS Thomas Ross Helen 
S & g 3 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
= GEL (¥en, #0, oF unknown) Ul yes, give war or dotes of service) F . 
fe ag ‘ No | Records Springfield State Hosnital 
€ eee ete 
¢ ee H 1B. CAUSE OF DEATH [Enter anly ane cavse per line far (a), (b), and (c).] INTERVAL BETWEEN 
0 ¢ a PART I. ie a 
2 NS. > ARTI. DEATH MPOIATE cast io__ACute renal insufficiency Days 
> fe? ( 4 DUE TO 
Sere Conditions, if any, which w__Urinary tract infection D 
s ges gove rise ta immediate 
i, els cause (0), stoting the ynder- ( PVE TO 
ai 2 22 lying couse last. e) 
oN eS z 
322 o.. Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED. TQ THE TERMINAL DISEASE CONDISION GIVEN IN PART (0) /19. WAS AUTOPSY 
SESEz 2} acute Brain syndrome assocLatea with metabolic disturbance (uremia py gang? 
£asoo0 S|_Diabetes m ves [No Bd 
Faces = [20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | ar Part Il of item 1B.) 
e532 - & J OR CONTRIBUTING [I CAUSE OF DEATH | / 
aeees © | (IF EITHER, NOTIFY MEDICAL EXAMINER) | —) (> () 4 
Of: 2 y _ 
2 S585 S [20c. TIME OF INJURY Month, Day. Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home. farm, | 20f. (City or tawn) (County) {Slate} 
£5208 s Rade”. aa, rs eke Raneaie foctory, street, office bldg., ete.) | 
zzErE = lat work [J of work [) p 

Be ss re) 3) 
2 ae December 5 eee, toLecember 11 19.2% thot | last saw the deceosed 
a 25 200 _AM, from the causes and on the dote stoted obove. 
E 262 aa ADDRESS (Street, city or town, state) DATE SIGNED 

FS 
epH@e ) | [een lgecete, MCC Chafee wo Springfield State Hospital 12-11-58 
Ofara 
2o235 N's C Sykesville, Maryland 

ee a bei Jee ee See ee eet oe ee See eS ee 
& S2°°9 70. BURIAL cre TB DATE THEREOF ‘Wc, NAME OF CEMETERY OR CREMATORY 2 oF fawn, ar ove (State) 

53° REMOVAL ar f; 
ee siregt, | Yule (iy (7 SB ICEDREE WA sttineren Kei hid ., AYATTSV Lu 
7 ay 0/59 Hy z $ ‘ 
rae Be 3 gine a 1Or's EZ J do. REC'D BY REGISTRAR | 24th REGISTRAR'S SIGNATURE 
soe 8) (la LU A AE aa 


1 MARYLAND STATE DEFARINENT OF HFALTH—BALTIMORE, 18 12592 


13500" “CERTIFICATE OF DEATH 


¥ 


£ 
3 LACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
2 @. COUNTY / / STATE 

2 AWRO. MARYLAND 

o 


9. STATI b. COUNTY 
lanyland ----- 
b. CITY OR TOWN (If outside corporote fimits, write | ¢. LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) ri 


RURAL ond give mearest town) } 
UPC. e Baltimore : 7s is 
d. NAME OF HOSPITAL {If not in haspitol, give street oddress) | d. STREET ADDRESS e. 1S RESIDENCE 


e Funerol 


Mins. ¢Lla Wortham, 2900 Southern Ave. 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (c)-] INTERVAL BETWEEN, 


PART |. DEATH WAS CAUSED BY: = ONAPIEAN OVP P AL 


Ae . IMMEDIATE CAUSE (o] 
33/>% DUE TO ie, . 
Conditions, if any, which ) 


jove rise to i diat 
gove rise to immediote( 


feze § 


couse (0), toting the under: 


arg 


y 
lying couse lost, © Pulsetboies Lhe 
Parr tl. OTHER SIGNIFICANT CONDITI@NS CONTRISUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) 


22 
= GF OR INSTITUTIO) . ~ ON A FARM? 
ae 70 Mae Pullen Nursing Home 2900 Southern Avenue yes (] Nox 
= 6 a wes First Middle Dl Lost 4. rete Month Doy Year 
ae (Iype oF print) Cmma M bam LDecenber 22n 19 56 
> 5, SEX 6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED [] | 8. DATE OF @IRTH 9. pees iF UNDER } YEAR| tF UNDER 24 HRS. 
s - lost birthday) Min. 
25 ae: ale whize |wirowe Divorcep () 726.22, 1883 
€ ae 1047 USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. 8IRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8 23 _ during most of working jife, even if retired) 
mes ~Ho Qunany, Germany 
525 I 13. FATHER'S NAME 14, MOTHER'S. MAIDEN NAME 
ese f 
§ 
ae Frederick Buoge 2 
Bs 15. WAS DECEASED EVER IN U. $. ARMED FORCES? 16. SOCIAL SECURITY NO. |17. INFORMANT ‘Address 
a 5 (Yes, 09, oF unknown) {Nt yes, give wor oF dates of service), 
2s 

3 

8 

a 

5 

& 

2 

Fd 

€ 

& 

? 

2 


The low requires that the death certificate be executed within 24 hours ofier deoth: Page 4 


After this certificote hos been signed by the ottendi 


5 
° 
2 
g 
© 
= 
= 
< 
3 
g 
rf 
me 
2 
3° 
< 
§2ae 
eees Zz 19. WAS AUTOPSY 
Zoos S PERFORMED? 
£338 1% Yes) no] 
Bese = |20a. ACCIDENT WAS UNDERLYING C}__|20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part | or Port Il of item 18.) 
Ze ees 3 |r etter Notiry MEDICAL EXAMINER) 
agyve° u J 
= we 3 Faas “aitea, at, 
Sess & [2%0c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stole) 
= beg a B While Not while factory, street, office bidg., etc.) H 
ZsEPE = jot work [7] ot work [7] ‘ 
PeenDe F 7 => 
2 3 me 21. | certify thot | wim the deceased from,_.__.___---------- WAZ, to. ALE ____ 19> TF that | last saw the deceased 
B eo z c 
ous alive on___. A. PLE mae Pee ey and thot death occurred allio A, from the causes ond an the dote stated abave. 
wo c o 
ea @ a MS ADDRESS (Strget, city or town, stoje) TE SIGNE| 
ta ;a ACTUAL Pik x 
ayes s i SIGNATURI : MD. cones cf sie 22 ¢ $8 
Ocara 
£52 ss 
PEreT: rucuns Howard &. Hall 
eiscs AME 4 a en ene 
3 22 Z > 720. BURIAL, CREMATION, 7p. DATE THEREOF ac. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City. town, or county) {(Stote) 
53° REMOVAL, (Spegty] 9 . 
Zoi ge 7 B 
Eg as URL GA O Gon L£arr { ein GALLMOLE GAUAG. 
OS = 27 
ror 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 2do RECD BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
XS 24'9 Cait 4e 
war WS | Leonard 9. Ruch 5305 Hanford Road #14 | beret at Fic 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
13604 CERTIFICATE OF DEATH 


13593 


=) 


es Reg. Dist. No. 
g z . i ae 2 mesg ough (Where deceased lived. if institution: Residence before odmission) 
g oe °. . b. COUNTY, 
32 WB Carroll Lies hito. Maryland Frince George's 
‘Ss 3 SS at b. CITY OR TOWN (If outtide corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) : 
$ < RURAL ond give nearest town) 4 Vv 
Ere Sykesville(Rural 28 ye 8m Od Unknown lox 
bs 2) d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
~~ / & OR INSTITUTION sa ‘ON A FARM? 
ey springfield State Hospital Unknown BIE 
2 
3. NAME OF i idl 4,04) 
8 peuee First Middle Lost DATE Month Doy Yeor 
% eee) Ma V Sessums — December _ 12 
2 5. SEX 6. COLOR OR RACE |7. MaRRiED KK] NEVER MARRIED [-] | 8. DATE OF BIRTH ” pred ts 
Female White _|woowm cy —_pworceo | June 16, 1892 67 [| 


12. CHIZEN OF WHAT COUNTRY? 


INTERVAL BETWEEN 
ONSET AND DEATH . 


1B. CAUSE OF DEATH [Enter only one cause per fine for (0), (b). ond (¢)-] 
7 


PART |. DEATH WAS CAUSED BY: 
a IMMEDIATE CAUSE (a) 


u2o,/ DUE TO 


Conditions, if ony, which rs 
gove rise to immediate 

caute (0), stating the under- ( DUETO 
lying cause tost. (e) 


&. 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 

g 3 during most of working life, even if retired) > ae 

— Housewife Virginia UeSeAe 
3 s 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 

<7 S - 

é Edwin H, Russell Mary Boyd 

8 I 1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 

& (fer, po, 3 unknown) (IF yer, give wor or dates of service} 4 4 © a 

i No Springfield State Hospital Record a 
& 

a 

s 

2 

3 


7 ra Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Yop] 19. eM 
/ qe 

AIS Psychosis with Mental Deficiency ves fq NOD 
= 20. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Part Il of item 1B.) 
& [OR CONTRIBUTING [] CAUSE OF DEATH 
© | (lf EITHER, NOTIFY MEDICAL EXAMINER) 
& [20c. TIME OF INJURY Month, Dey. Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
6 Hour o. m. White. Notuwhite: factory, street, office bldg., etc. 
= p.m. 19 [ot work [J] ot work i 


, cremation, er removal. and in any event within 72 


21. | certify that | attended the deceased fram__Novenber..18 1958., December 125, 1938 that | tost saw the deceased 
olive onDecenber 12,_ and that death accurred af83.30_AM, fram the causes and an the date stated abave. 
SeNATUR tbat 


‘OR: After this certificate has been signed by the attending physician and completely filled in by 


the registrar prior ta buri 
— 


letached far use as the burial-transit permit. 


ADDRESS (Street, city or town, state) DATE SIGNED 


mo. ._ Spring? 


may be retained by the haspitot ar attending physicion. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death: Page 4 


az 
2 PHYSICIAN'S : 

a2 name (typ) Konstantin Weber, M, D. = s——«_ Sykesville, Maryland ist 
go Tid. LOCATION [City, town, of county) (State) 
2 ?LY, Sb, "Y p 
of LPARAM ABA AALS, rVeg 
li / 24a. REC'D BF REGISTRAR | 24b. REGISTRAR'S SIGMATURE 

VS AIS (4 “ er, ho 

Yea 9758" 9 fajoaQEC t 7 '58 ¢ 1 & Few 


13594 


1 Wes MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
: 13604 CERTIFICATE OF DEATH eae 


~ ve 
es Be Set PLACE OF DEATH 2, USUAL RESIDENCE (Where deceosed lived. If institution, Residence before admission) 

3 8 °. > a. $I b. COUNTY 

© 32 CARROLL marvano || ° "HD RYLAND CARROLL 

= ° 3 b. fURaS a oe (lf oaiiae corporote limits, write | c, LENGTH OF STAY IN Ib | c. CITY OR TOWN (If outside corporote limits, write RURAL and gixe peorest town) 

3 ° ‘gs nearest 

2 25 Rv WESTMINSTB 44 3 YEARS tar eee URAL) 

F | & a5 Jd. one (IF not in hospital, give street address) | ~d. STREET ADDRESS e - 

ro OG 

sy °°) LFS Ae bd Ras LFMES BURG, re wotaee 

°° e¢ 

2 £6 3. NAME OF First Middle Month 

= ECEASED 

a2 Z titers) Ra MOND LESLIE SHILLING | Be OEATH DECEMBER. 4b 16 

c = 

= | ese $. SEX 6. COLOR OR RACE |7. MARRIED [EPREVER MARRIED [-] | 8. DATE OF BIRTH xeon ene TYEAR]IF UNDER 24 HRS. 
2 = : : 

. oe MAL E wi ITE wioowep [J pvorceol) |DECEM BER 25,12 oy. 7" S ye. ee er ye 

2 Es. 10a, USUAL OCCUPATION (Give kind af work dane] 10b. KIND OF BUSINESS OR INDUSTRY] 11, BIRTHPLACE (Slote or ae country) 12. CITIZEN OF WHAT COUNTRY? 

3 8 8% ) Fade most of - life, even if WER FARNER - CAN MAR L ANP Yes 

oe Bie i Py CAN 

2 ° 3 J 13. FATHER'S ni 14, MOTHER'S MAIDEN NAME 

3 2 $s 

2 §8% Ricnard Thomas SHitime | MARY ELIZABETA HAFLE ICH 
2 3538 15. WAS DECEASEDEVER IN U, $. ARMED FORCES? [16, SOCIAL SECURITY NO. |17. INFORMANT ‘Kadress 

> eeene (fes,.20. oF unknewn) GF yes, give wor or dates of service) | om woke WES TMIVSTER 

8 ofp el RI7-28 Sb RICHARD SHILLING foun) MARYLAND 
3 2 Ee 18. CAUSE OF DEATH [Enter only one cave a Tine for (a), (b}. ond (<)-] é INTERVAL BETWEEN 

oe £4°5 , 

2 bee , PATE ear eect ian CARCINOMA OF LUIVG : 

cates / ? UE TO 

ie eres ¥ , 

Sa. pote sat Conditions, if any, which (b) 

3 3 ie gove rise to tmmediote pur To 

= s cotfse (0), stoting the ynder- 

g ges 2 lying couse lost. to 

ae 3 ae ‘4 Paet Tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) |19. WAS AUTOPSY 
=> =o - 

e8s55 }s yes] NO 
Fowssé © [200. ACCIDENT WAS UNDERLYING [] _] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Port Il of item 1B) 
25800 . | E JOR CONTRIBUTING C1 CAUSE OF DEATH 

z 25 6 |G fir etter, NOTIFY MEDICAL EXAMINER) 

Zetss 3 20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) (County) {Stote) 
Es.ees 5 HOG sé liaie ip [While -— Not white foctory, street, office bidg., are) | 

[Sass = p.m. lat work [7] at work [FJ 

= os “¥ - 
‘ 2§2 = 21. | certify that | attended the deceased fram. S& PTEMP ER iobés., i “7 v ENE A, 1998... that | last saw the deceased 
i Le 3 
8 my z 3 Ss alive an ECEMBER 23, 19268 _, and that death accurred at ge*_ Pm, fram the causes and an the date stated abave, 
E ? os fe ADDRESS (Street, city or town, state) DATE SIGNED 
ae i SIGNATURE Bevo 0 W 2lbnvwr MO. 12M. CAR HST. WESTAMETER 12 
-eS D 
iz ; a 

sizes || lew DANW/EL DWELLER 

a ee ee 
BSYOD Zo. BURIAL, CREMATION, 2b. DATE THEREOF / | 22c. NAME OF CEMETERY OR-CREMATORY @2d. LOCATION (City, town, ar county) (State) 

Q eB os REMOVALS? DEc is ; 4 ~ 

ofo kt FPA ‘Ss CHEROLLIDN CHURCH CEM, At ha Cbg gat LIA 4) 7 
ror 


23. PUNE RAL DIRECTOR'S SIGNATURE ADDRESS: « 24a. REC'D BY REGISTRAR 24b. REGISTRAR'S SIGNATURE 
WARM 2 6 At Dtereeele onBEC 3 0 '58 tun £ Koad 


% MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 12595 
» 13605 CERTIFICATE OF DEATH 


a 


Reg. Dist. No: 


st 
3 3 a F leeimitadel 2 een fieaeeenassd (Where deceased lived. If institution: Residence before odmlssion) 
4 °. b. COUNTY , 
ey wi 0 ae eta *Marylend Mont gomer 
a] b, CITY OR TOWN (If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporate limils, write RURAL and give nearest town} 
ey 9 ) 
gfe RURAL ond give neores! town} on = \ 
A 3 kes: Smo Gaya evy Chase > Xe 
d. NAME OF HOSPITAL | (If not in hospitol, give street oddress| d. STREET ADDRESS . 1S RESIDENCE 

> ha ‘OR INSTITUTION oe , ON A FARM? 
By pringfield State Hospital 5300 Saratoga Ave. ves []_No 
= & 3. NAME OF First Middle test 4. DATE Manth Doy Yeor 
s = (Type or print) Ruth Elizabeth Shoemaker Beara December 3 19 58 

2 9. AGE [In yeors [IF UNDER 1 YEAR] 


Igst bitthdoy) [Months 


4 yrs, 
¢. Te, USUAL OCCUPATION (Give kind of wark done] 105, KIND OF BUSINESS, OR INDUSTRY |11. BIRTHPLACE (Slate ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g ‘| ee most of working lite, even if retired) ZO, 
€ > me Cts Maryland U.S.A. 
8 P 13. waa 'S NAME i. gts MAIDEN NAME 
$ 
ry 4 "5 am Shoemake Sarah Perry 
2 1S. WAS DECEASED EVER IN U. S$. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
B (Yer, no, of unknown) {it yer, give wor or dotes of servic 
g te) = 21430-0444 Springfield Hospital Records 
H 18, CAUSE OF DEATH [Enter anly one couse per line for (0), (b). and (c}-] INTERVAL SETWEEN 
a PART 1, DEATH WAS CAUSED 8Y: 
§ / iwmepiate cause (o)_ Arteriosclerotic cardiovascular disease ears 
e DUE TO 
ns, if ony, which 


Gove rise to immediote 
cause (0). stoting the under ( OVE TO 


lying couse lost. (e) 


2 After this certificote hos been signed by the ottending physicion ond completely fil 


jor to buriol, cremation, or removal, and in ony event within 72 hours ofter death. 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the deoth certificate be executed within 24 hours after death: Page 4 


= 
& 
eee: 
5s 
43 5 ra Part II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ho) | 19. We ee 
> = = 
G88 3 B.S, assoc, with circulatory disturbance with psychotic reaction. yes) NO fd) 
Po. = [200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port 1 or Port Il of item 18.) 
s & | OR CONTRIBUTING C1 CAUSE OF DEATH 
S 2 © (IF EITHER, NOTIFY MEDICAL EXAMINER) 
358 & J20_ TIME OF INJURY Month, Doy, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
AS 6 Hour a. m. While Not while foctory. street, office bldg, ete.) | 
ra 7 = p.m. w jot work [] of work [} ' 
= 2 
BES 21. | certify that | attended the deceased from....3/22._.____ 1 1 ewe Been Se , 19.58 that | last saw the deceased 
3 alive one Wes (is ee and that death accurred at 58158 .9M, fram the causes and on the date stated above. 
ae. ADDRESS (Street, city ar town, stote) DATE SIGNED 
Ea ACTUAL 
zy SIGNATUR: ke M.D, Springfield State Hospitel 12/3/58 ete 
faze 
3133 PHYSICIAN'S 
qi NAME (Type)_E d_lusthaus = Bae oykesville, Maryland. 
S802 720. BURIAL CREMATION, | 22b. DATE THEREOF METERY: OR CEMATORY Td. LOCATION (City. town, pr county) (Stote) 
eP & * poe (Spegpr) Ao 2 yj las 
ze a2 : SF ea HALA ULC. Wa 
= 23. corn Diri pr ‘enarure PoyREC'D BY'REGISTRAR ‘Ddb. REGISTRAR'S SIGNATURE 
SATS (4 , ; 
yee PATEDEC 8 '53 Ciniint af 


1 


FOR ST 
HEALTH DEPT. 


Page 
1d fomsyqur files. 
se Health, 


15 


If any deloy is necessary. pleose 


within 72 hours after deoth. 


I 


in pencil in Item 18. Give Pages 1, 2, and 3 ta the funeral director. 


led to the Chief Medical Examiner's Office along with farm PM3. Page 5 may be retaine: 
‘OR: Poge 3 shautd be used as ao burial-transi? permit. File pages 1 ond 2 with the Stote Bo 


te, writing the word ‘pending 


“ 
J 


« 


TO FUNERAL DI 


or its designated agent, priar ta burial, crematian, ar removal, and in ony 


execute the cer! 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours after death. 
4 should be f 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 3597 
13602 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


1, PLACE OF DEATH 
a, COUNTY 


Reg. Dist. No. 


2. USUAL RESIDENCE (Where deceosed lived. Hf instituti 
©. STATE b. COUNTY 


Pp 
2, MARYLAND: 


b. CITY ‘pres [if outside corporate limits, write RURAL [arm INGTH OF STAY IN 1b c. CITY OR TOWN (if outside cor; 
g p * 


Ser arent town), Sy as is @ GQ Lert 10 be es 


d, Le ie OF HOSPITAL OR INSTITUTION {If not in hospito!, give street eae d. STREET ADDRESS 
ON A FARM? 


en Fs Stele feayn, CL - | no [] 
3. NAME OF First Middle 2 low 4. DATE Mont © Bs Year 
mvt erry Cartes — Smi Ph. 


rate limits, write RURAL ond give neorest town) 


@. 1S RESIDENCE 


Beara Dex, : LS wos, 


5. SEX 6. COLOR OR RACE |7- MARRIED er Rever MARRIED [1] | 8. DATE OF BIRTH ey “age [IF UNDER 1YEAR] IF UNDER 
Y bythe) 
r Month 4 Min. 
wiooweo] —owvorceoy | /A [22 (19/9 pale beg ey a 
Oo, USUAL OCCUPATION {Give kind ot work done] 10b, KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
dyring most of working life, even if retired) 


tn MiS.& 


14, MOTHER'S MAIDEN NAME 


Weekes Magoet fovte 


17. INFO! Address 
b> Vai tee ree tord> 
i a a - INTERVAL BETWEEN 


| BR, Bley. 


PART H, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0){19. WAS AUTOPSY 
FORMED? 
Acre Bron Si True, an, DK heerbok Jutser'o A ves NOT 


“Ce "S NAME x. Sy 5A 


15. WAS DECEASED EVER INU. §. ARMED FORCES? 16, SOCIAL SECURITY NO. 
Wei.n0, 0g unknown) i ye ey or dates st ye 


‘8. CAUSE OF DEATH [Enter only one cavte 


PART I, DEATH WAS CAUSE! 
IMMEDIATE CAUSE (0) 


“ 7 yx DUE To 


Conditions. if ony. which o) 
Gove rise to immediote cove 

(0), stoting the underlying( DUE TO 
couse lost, ek (©). 


 [200. EXTERNAL CAUSE WAS '20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port If of item 18.) 

& [PRIMARY C} or CONTRIBUTING C) 

15 | CAUSE OF DEATH. 

3 20c. TIME OF INJURY Month, Dey. Yeor —[20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, er 1204. (City or town) (County) (Stote) 
8 Hour oo. m. While Not while factory, street, office bldg., ete 

= p.m, lia ot work [] of work [7] t 


21. V certify that | taok chorge of the remains described obove, held on Autopsy [247 Inspection (FJ. Inquiry oO. and in my 


opinion death cetuited from: are causes Axcident [}. Suicide [1], Homicide (J, Undetermined manner (] 
p} 
(}. CHIEF MEDICAL EXAMINER [7] paren: 


/ — — 
aks ASSISTANT MEDICAL EXAMINER (1) A ff 25 J cs) & 


NAME (Type) DEPUTY MEDICAL EXAMINER [_] 


ACTUAL 
SIGNATURE Bs (8 M.D. 


Tio. a ee 7 THEREOF, =| 2c. NAME OF CEMETERY OR CREMATORY the LOCATION (City, om) (Stote) 
B specify! : 
Ler dS Keethel Aan t24/ ; 
737 FUNERA) DIRECTOR'S SIGNATORE ‘ADDRESS 240. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
Mes. jaw Mktynsadboce! A |oaDEC 2 9 '58 Oth 8 Masi 


Wd be filed with 


‘unerol director, 


thin 24 hours ofter death: Page 4 


i-transit permit. Then please remove corbon popers. Pages | ond 


i 
id completely filled in b 
1, cremotion, or removal, and in any event within 72 hours ofter deoth. 


ician on: 


fon. 


hy sicis 


ing p' 


ital or ottend 


i 


After this certificate hos been signed by the ottending physi 


letached for use as the burial 


iol 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed wi 


2 
2282 
Egba 
o 
ar a 
Me i 
sox 5% 
petra 
sgt 
. = 
425° 
> a~ 
oR Pe 
Egot 
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Ys A15 (4) 


15M 10/57 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 13596 
cog CERTIFICATE OF DEATH 


Reg. Dist. No. 


1, PLACE OF DEATH 2. Lato RESIDENCE (Where deceased lived. If institution: Residence before admission} 


iy ©. COUNTY Fiaviane «| omeys b. COUNT 
Z /2 Z YAK b RE bea’ 
B CiTy OR Town {lf outiide corporote limits, write] c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If oulside corporote limits, write RURAL ond give nearest lown) 
Diag 
2 =AJESIKULA IPBRS te = 

d. NAME OF HOSPITAL (IF not in hospital, give street oddress} d. STREET ADDRES! e. IS RESIDENCE 

od q) INSTITUTION t ON A FARM? 
KU eat vs) Noo 

a DECtASD | First Middle 4. DATE Month Doy Year 


(Type or print) J ALA la. S/= Z., 
5. SEX 6. COLOR OR RACE | 7. MARRIED [Z}44EVER MARRIED 2, DATE oo rade AGE (In yeors | R 
Fen Oo Hie bisthdoy} Months] Days | Hours Min. 
E a 0 L OREpwwowe O DivorCED [] / yrs. 
100. sn OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote or foreign country) V2. CITIZEN,OF WHAT COUNTRY? 
MARIKEIN D Q 
mM 


HOUSEVELE, a A i t rv) Wr 


FATHER 'S NAME VA, THER’S MAIDEN NAME 


pet BRYLUESED LTHA BRIGHT FUL 


15. WAS eee. EVER IN U/ R . SOCIAL SECURITY NO. | 17. INFORMA! Address 
(Yes, po. oF ynk IF yer, give wor oF dotes of servis fo) 
- |e 
L) Mb Ale NRY ALAY Spay ru Uasan Bei het 
< 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b}, ond (J INTERVAL BETWEEN. 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (0) 


oS ey) DUE TO 


Conditions, if ony, which o 
gove rise to immediote 
couse (0}, stoting the under. ( SUE TO 
lying couse lost. (. 
Parr Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. waste ronsy 
a yes] Nog 


200. ACCIDENT WAS UNDERLYING (7 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port t or Port I! of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


a 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, me, +201. {City oF town} (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., 
p.m, 19 lot work [] ot work (J " 


21. | certify tha} ! attended the deceased fram... /C-2U: La, SX, 10. J 2~ 27 19.SF thot | lost sow the deceased 
alive On. sce Be. i wS¥_, and,that death accurred at. 2 oO fram the causes and an the date stated above. 


ADDRESS (Street, ci me stole) DATE SIGNED 
/ SewaTure Lg G_ mo. aC hederdreh. ate foe hg ea £222 AYA 
_ as (Hi MS conta, BR. Oo. Pe Ge M.D. 


BURIAL, yee ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, of county) (Stote) 
3 Ney specif 4 2 - 
5 FILA by /4b 
aes reo F bla REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
rie yi pateDEC 3 0 '58 Cinthun §. Piesnd. 


MEDICAL CERTIFICATION, 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 13598 
603 MEDICAL EXAMINER'S CERTIFICATE OF DEATH i ‘ 


FOR STATE Reg. Dist, No. 
HEALTH DEPT. | PLACE OF DE lie 7 2. USUAL hes OR oad lived. If institution: Residence before admission) —_ 
rea, . , COUNTY ; 
8s M eS ih awvaten (xe SIME b. COUNTY 
4 = = 
«2 2 b. CITY OR TOWN pit ouside corporate imi, write RURAL . LENGTH OF STAY IN Ib <. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest fawn) VV 
3 oaggive nearest tow 
Se t Me Thy gia a 3 VO} ! 
s d. NAME OF wosrTA ‘OR INSTITU; ION Vins not in hospital, give streetoddren) d. STREET ADDRESS ™ ; €. IS RESIOENCE 
La a . ON A FARM? 
Stes Mor fu Fa Goi. Be hr ves J] No — 
es Mar fuk ——— eae, = Set 
rc) z 3.N. 56 Mets. Middle tost 4. on Month Doy Yeor 
as A rf, # = 
oH Uype or rin Pty Seu Sloover SpRAtuz| tam (ie 7 ws f 
oa 5. SEX 6 sees OR RACE Sere MARRIED [CL] NEVER MARRIED [.}] 8. DATE OF BIRTH 9. AGE tn ween IE UNDER TYEAR] IF UNDER 24 HRS. 
= 1 bicthdpy) im z 
3 é ire pivorceo J Sirs l= y) ye ce yes veto 
Nn —* 
ae Wa. USUAL tw ind af wark dane] 105 RIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State of foreign country) N2. CITIZEN OF WHAT COUNTRY? 
Sted during most of working life, even if retired) 
= = Foie tie T2 A411 iatee— 
35 13. FATHER ce NAME 14, MOTHERS MAIDEN NAME 
‘ 
Pe 
“4 
= 


oom 
1 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORPIANT i 
Al ve. i ao) | IW yeu, give wor or dates of review] 


18. CAUSE OF DEATH [Enter only one cause per |j 


PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) 


GOFxX DuE To 


it ony, ee SS oe 2 r ws 


oni 


a ae me. 


; INTERVAL BCTWETH) 


ONSET AND DEATH 
P2101 Ore 


e for ies CUR aa {eo}. 


Conditions, 


“3 Office along with form PM3. Page 5 moy be retoined § 


iner’ 


‘OR: Page 3 shoutd be wsed os a buricl-tronsit per: 


‘ot work 


mgm fs 304 


‘ity or tawn) E (County) ca 
dhe (ee 


, Inquiry ¥7j, and in my 


'e, writing the ward ““‘pending™ in pencil in Item 18. Give Pages 1, 2, ond 3 to the funerol directar. 


€ 
e PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 1 70 DE DEATH BUT NOT RELATEO TO. THE TERMINAL DISEASE CONDITION GIVEN IN PART 1fo)} 19. bis] ‘AUTOPSY 
td Crrefrnt- Miler Stlppees) unbl Fr s “Rel 
3 3 AAitejleclion. — Le. wT) NOK a 
s e 200. EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. {Enter noture of injury in Port 1 or Part I of item 18, 
oe PRIMARY CJ or CONTRIBUTING, 
= & | CAUSE OF DEATH. "| 5 3 
3 [ct = 
2 a 20c. TIME OF INJURY. Manth. Day, Year 20e. PLACE OF INJU! 
rv) o Gis Nat white _ foctery, 
© = 
st 
2 
uo 
2 


ds 


dni 


or its designated agent, prior to buriol, cremation, or removol, ond in any 


resulted fram: Natyral as D1. Suicide (J, Homicide (1. Undetermined manner [J 
CHIEF MEDICAL EXAMINER [-] DATE SIGNED 


M.D, 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed within 24 hours ofter death. If ony delay is necessary, please 


232 — ASSISTANT MEDICAL EXAMINER [7] Vii I-5& 
Fer BI WES — r Set he 
3 oe ic. BYADRL, CREMATI soa DATE 1219 : 1OR town, ora . 
ete , 
B55 eet p Met <— 
* WZ FURIERAL DIRECTOR'S SIGN) CD BY REGISTRAR | 24b. REGISTRAR’S SIGWATURE 
YS. AISME ¢ g 
52a 2/57 ‘. “pe é. S, DATE re DEC 10 98 (of Thug £ Kina = 


Oe fi SSS 


1 MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 mOngng 
13607 __ CERTIFICATE OF DEATH 13599 


te Reg. Dist. No. 
Ww apenas ee etches abs (Where deceased — eat Residence before admission} 
ae Carroll btood ei Maryland j Balto, Gity 
6 8 = b. CCR Nt {lt ey limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
#5 Sykesville 2lyrs.9mos,20Hays Baltimore « v 
2 & ; as d. TNE oF noe {If not in hospitol. give street oddress) d. STREET ADDRESS: ] on ee ag 
Cf Springfield State Hospital 90 Prestwood Rd. ves C] NO 
3. Na os First Middle Lost fe ee Month Day Yeor = 
{Type or print) Sylvester Stockbridge DEATH December 22, 19 58 
S. SEX 6. COLOR OR RACE |7. MARRIED L) NEVER MARRIED [3 |B: OATE OF BIRTH 9. Al AGE {ln yeors WE UNDER 24 HRS, 
Male White |wooweog —owvorceog | July 7, 1905 25 Hal coisa pees ies” | ee 


100. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) 


d completely 


Then please remove carbon papers. Poges | and 2 


|, cremation, of remaval, and in ony event within 72 hours after NS 


= 


/ Clerk - U.S.A. 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Jason W. Stockbridge Cora Bowersock 
1S. WAS DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. |17. INFORMANT Address 
[¥es, no. oF unknown) IY yes, give wor oF dates of service) 
No pu - ringfield Hospital Records 
18, CAUSE OF DEATH [Enter only one couse per line for {0}, (b). ond {c).} Bye sg L BETWEEN. 
_ PART |. DEATH WAS Chusto oi__Arteriosclerotic heart disease ears 
" - DUE TO * 
Cananiomsienyenicn ‘ Generalized arteriosclerosis Years 


gove tite to immediote 
couse (0), stating the under- 
lying couse fost. (e : eu 


DUE TO 


OR: After this certificate has been signed by the attending physician on 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours after death: Page 4 


€ 
Be 
¢ ss 
° = ee 
@ 5 3 Paet Wl, OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
£33 =|Schizephrenia, paranoid type. YET) eat 
4 vy 
oo? = | 20. ACCIDENT WAS UNDERLYING [1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
203 3 
: 5 [PP Ra RLS Cat 
c rs uu 5 
2 * ~ 
558 % ]20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED — | 20e. PLACE OF INJURY (Home, form. T20f. {City or town) {County) {Stote) 
5. 8 5 oat Jehan: while oe foctory, street, office bldg., etc.) ! 
s i 4 pom. lat work [-] of work [7] ' 
as? 
2338 
Pas 
= 5 > ADDRESS (Street, city or town, stote) DATE SIGNED 
~ = 
a ACTUAL 
a 4 one wo... Springfield State Hospital 12/22/58 
2538 y 
sz25 TaMern Agustin delCenpo, eD, Sykesville, Maryland 
bar ace Ee soeen neon nen ee Sennen sesso sess essa ers seer essen ssssssnss: 
£3°9 Zo. BURIAL, CREMATION, | Z2b. DATE THEREOF _] 22. NAME OF CEMETERY OR CREMRTORY 72d. LOCATON (City. town, or county) (Stote) 
=D -G > REMOVAL ae we ri aa ee 
eo 82 MALL Lt, 26 kttd LLM Ld far’ PALL + 
- 23. FUNERAL Of} sila iia Naat woe ADDRESS: 24a. REC'D BY REGISTRAR Qa. REGISTRAR'S SIGNATURE 
AIS (4) CL i 5 ; ; CG " QC 1 of ge 
YR? New! 4 TRIP CL, Ds BAtléttsé pate DEC 2 3 '58 Onthua £ Pasa 


Lf t. 7 = 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
13608 CERTIFICATE OF DEATH fRamane 


. PLACE OF DEATH 2. USUAL RESIDENCE {Where deceased lived. If institution: Residence befare odmission) 
@. COUNTY a. STATE 


Rati Carroll MARYLAND Maryland “SONY Baltoglaty 


b. sa fe BOM (if riled Suge limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 
TAL ond give nearest town] a 
Sykesville llyrs.l0mos.abdays Baltimore 
d Ne OF HOSPITAL {If not in hospital, give street address) d. STREET ADDRESS: 


Springtteld state Hospital 711 S.Broadway 


—_ 


funerol director, 
e filed with 


5 Decca & First Middle Lost 4 ae Month 
{Type or print) Kelly Stoeoff OEATH December 
. SEX 6. COLOR OR RACE [7. MARRIED [] NEVER MARRIED [7] |8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


Male White wioowen Ppknasiaeceo o Unknown ot 


Wo. USUAL OCCUPATION (Give kind of work dane| 10b. KIND OF BUSINESS OR So BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


during mast af warking life, even if retired) ir 
Turkey Turkey 


Pages 1 and 


Shipyard worker - 


V3. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Unimown Uninown 


\J15. WAS DECEASEDEVER IN U. S. ARMED ‘coal SOCIAL SECURITY NO. | 17. INFORMANT Address 


Eby eee aes z Springfield Hospital Records 


No - 
18. CAUSE OF DEATH [Enter ‘only ane cause per line far (a), (b), and {c}. ] INTERVAL BETWEEN 
ONSET AND DEATH 


Se HEAT Mee Chronic lymphatic leukemia ears 


DUE TO 


Then pleose remove carbon papers. 


ase A (> 
to immediate 
Ting the under. ( OVE TO 
lying cause lost. te 


Ss ah bEetY Sone CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)| 19. Maer Ctueee 
yphi ce meningo-encephalitis. x en no 


200. ACCIDENT WAS UNDERLYING (1) | 20b. DESCRIBE HOW INJURY OCCURRED (ener nature af injury in Part or Port Il of item 1B.) 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
pn 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED — | 20e. PLACE OF INJURY fHome, farm, ; 20f. (City or town) (State) 
Hour 9. m. While Not while factory, street, office bldg., ete.) | 
p.m. Ww jot work [J ot work [J 1 


A. M, fram the causes and on the date stated abave. 
AOORESS (Street, city or town, state) DATE SIGNED 
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toched for use as the burial-tronsit permit. 
MEDICAL CERTIFICATION 


the registror prior ta burial, cremation, ar removal, and in any event within 7: 


} y, 
ACTUAL aw, Lk 
SIGNATURE. - LLbe AAD 


rhe Agustin iiitiete, M.D. 


Ze. BURIAL, CREATION, 2b. DATE THEREOF Cea. “OR-EREMATORY— Md. a. LOCATION (City, town, ar county) {Stote) 
REMOVAL (Specify) 
Li tet = SS ¢ Urel 


23, FUNERAL DIRECTORY pPRESS 24a. REC'D BY REGISTRAR | 24b. REGISTRAR’S es ge col 


y) Aa Ww, F- ove VAL 7 ‘59 Se 


moy be retoined by the hospital or 


poge 3 shou 
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MARYLAND STATE DEPARTMENT OF HEALTH~—BALTIMORE, 18 
413609 CERTIFICATE OF DEATH to Odi) 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceased lived. {f institution: Residence before odmistion) 


z Maryland any Balto,City 


c. CITY OR TOWN [If outside corporate limits, write RURAL ond give nearest! town) 
RAL ond give ngaresl town) 


ykesville lyr .6mos. 2lida Baltimore 13 


d. NAME OF Hoe al {If not in hospitol, give street oddress) d. STREET ADDRESS: ‘ ca 1S RESIDENCE 
& INSTITUTION, ON _A FARM? 
Spring pfield State Hospital | 2041 Ellsworth St. j vs) NOK] 


at 


ith 


J. PLACE OF DEATH 


©. COUNTY 
Carroll 
b. rad OR TOWN {If outside corporote limits, write . LENGTH OF STAY IN Ib 


uneral director, 
ei 


Id bi 


if 
~ 
> 


1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond {e).) INTERVAL BETWEEN. 


ONSET AND DEATH 


PART 1, DEATH WAS CAUSED BY: lymphocytic leukemia 


~ 
Bd 
5 3. NAME OF First Middle lost 4. DATE Month Day Yeor 
3 {Type oF print) Edward Joseph Stresewski beats §= December 18, 1958 
8 $. SEX 6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [J | 8. DATE OF BIRTH 9. Rhee [iF UNDER 1 YEAR] IF UNDER 24 HRS, 
nethday) Min. 
3 Male White [wow ge  oworceo-] | February 9, 1879 me yrs. i 
& Wo. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stofe or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g sg me most of bing fe even if retired) 
5 per - Maryland U.S.A. 
8 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
eo 
8 Unknown Ynknowm 
8 ‘2 WAS te U.S. ss et oo. 16. SOCIAL SECURITY NO. } 17. INFORMANT Address 
a9. m0 eEunhnown] (It yes, give wor or dates of service) 
£ No - 22001-6087 Springfield Hospital Records 
3 
2 
f~ co 
a IMMEDIATE CAUSE (0). ears 
= 2 / DUE TO 
Conditions, if ony. which tb 


gove rise to immediate 


couse (0), stoting the under: ( OUETO 


: After this certificate has been signed by the attending physicion and campletely filled in by 


OR ATTENDING PHYSICIAN: The law requires thot the death certificate be executed within 24 hours after death: Page 4 


the registror priar to burial, cremotian, or removal, and in any event within 72 hours after death. 


£ 
a 
ets lying couse lost. {) 
See z 
35 an I. OTHER SIGNIFY een S CORTRIBUTING TQ DEATH AUT NOT Ri arena ag ean CONDITION GIVEN IN PART I{o)[19. WAS AUTOPSY 
gat 2 BS assocewith cere. fosclerosis wi th "psycho tie reactions PERFORMED? 
455 s ves @F Nol] 
are © ['200. ACCIDENT WAS UNDERLYING (]__] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
BS & | OR CONTRIBUTING C] CAUSE OF DEATH 
ees & [UF EMHER, NOTIFY MEDICAL EXAMINER) 
356 & |20c. TIME OF INJURY Month, Doy, Yeor [20d. INJURY OCCURRED [206, PLACE OF INJURY (Home, form, T20f. {City or town) (County Stote 
( y) (i ) 
B28 6 Hour 0. m. While Not ie foctory. street, office bldg., pall 
=? = p.m. lot work [7] of work 
Ee: a 
Uh 21.1 certify that | attended the deceased ae 2 Se Awe . 19.57, to December 1851958 thot | last sow the deceased 
228 f 
Pi 3 alive on_ and that death occurred ot 10832Pm, from the causes end an the date stated above. 
< 3 y, ADDRESS (Street, city or town, stote) DATE SIGNED 
co, ACTUAL GA tetenf fet be — 
ei Btn Lec wo, Springfield State Hospital 49/19/88 
£62 
az223 PHYSICIAN'S 
2322 / PHvsi ay Edmund Lusthaus, M.D. mahi » Maryland 
>> 
ieee Raf St LLL. Oh 4 
ee a RAL poe; way 2a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
tis fel \oonnecr 250 | Casal Kane 


MARYLAND STATE DEPARTMENT, OF HEALTH—BALTIMORE, 18 
ge 4 619 CERTIFICATE OF DEATH 


= 


13601 


Reg. Dist. No. 


ae 
3 = +: Baer ae Dear 2. USUAL Pe ENCE (Where deceased lived. If institution: Residence before odmission) 
rh s ff 
53 Carroll County MARYLAND Maryland oo 
x) ms b, CITY OR TOWN (if outside corporate limits, write] ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) uv 
53 RURAL ond give - town : = 3 
S Sykesville (Rt. # 2) Baltimore v 4 
K da Pee sie eg {If not in hospital, give street oddress} d. STREET ADDRESS e pga ti id 
= OR 2 : 
“ fo Grandview Nursing Home 430 Pen Lucy Road #29 ves] NOL] 
8 3. NAME OF First Middle lost ‘4. DATE Month Doy Yeor 
- DECEASED © OF 
3 (Type or print) annah Th DEATH Dec. 18 19 58 
é 9. AGE (In years IF UNDER 1 YEAR) IF UNDER 24 HRS. 


lost birthdoy) 


onths Hours Min, 


5. SEX 6. COLOR OR RACE | 7. MARRIED] NEVER MARRIED DJ DATE oF eiRTH 
Female White |Wirowp KX oivorctoO | May 25, 1872 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 


12. CITIZEN OF WHAT COUNTRY? 


~ 
Pi 
o 
o 
2 
os 
3 
8 
7 
s 
°° 
o) ae 
5 r-) 
3 
2s 
2 3 
2 = 
=z > 
J 3 a 
B Bs 
3 Eas u 4 «al 
g oi a9 tous ee fe, even if retired} Us A 
BS Bed ousewile seas 
3 83 ee 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
ese 
5 Thee Dismas Schmidt Fannie Roesche 
pres 8 3 ig, WAS DECEASEDEVER IN U.S. ARMED FORCES? [16. SOCIAL SECURITY NO. [17. INFORMANT Address 
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& gis No None Mrs. Hildegarde Arnold-350 Marmon Avenue 
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as an eae, lying couse lost. {e) 
aS Bis 5 Patt Il OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


13611 CERTIFICATE OF DEATH 13602 


. 


Reg. Dist. No. 


~ £ 
3 2% \. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Rexjdence before adepssion) 
2 a. °. bs COUNTY wy Yy 
é : MARYLAND J 
iy da (Z YL Se 4 

ie 4 b. CITY OR TOWN (If, autside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY,OR TOWN (IF outside odrboroty-fimits, write RURAL and give neorest tawn) 

a J RURAL ond give nfores! town) Za ¥ vy WY), 

a. y tpg elt. Pd YE; ppteoh tlh 

'd. NAME OF HOSPITAL (If not in haspitol, give street oddress) 7” i} d. STREET ADDRESS. OG e. IS RESIDENCE 
A OR INSTITUTION ON A FARM: 

~ yes] No. fag 

2 

° 3. NAME OF First Middl ft a 

= DECEASED Fe) ap a ft a OF ‘ ‘eer py 

3 (Type or print) las ZL Z WU Zs S hh SCC 19-5 

8 $.SEX 5 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED ["] | 8. DATE OF BIRTH ?. Aone 

ae wibowen [J _—DIvoRCED ht. 2. JCF: vat 
I Tos. USUAL OCCUPATION Ge ind of work done] 10b, KIND OF BUSINESS OR ore 1. BIRTHPLACE (Stole or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
g most of working Ji 
SLE OLY LY PAC PA é 2 
13. v4) ERS NAME 14, MOTHER'S MAIDEN NAME 
é 
‘ ) 
Weecet- LY aH Z = 


‘Address zy 
af ff g 
y , 


LALLA oy Z 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b). ond (c)-] 


PART I, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o} 


) UE TO 
Conditions, if any, which 
gove rise to immediate 

catse (0), stoting the under. ( OVE TO 
lying couse fost. el 


4 


Then pleose remove corban papers. 


: BE 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io)} 19. (ee AUTOPSY 


RFORMED? 
yes(] Nog] 
200. ACCIDENT WAS UNDERLYING [) | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Part It of item 1B.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
= 
20c, TIME OF INJURY Month, Day, Year |20d, INJURY OCCURRED —|20e. PLACE OF INJURY IHome, farm, | 20F. (City or town) (County) (State) 
Hour 0. m. While No! while fecarr a siceety othes: Pigg: cate.) 
pom. Ww jot work [] at work [[] ' 


tan. 


1 or attending physie 
R: After this certificate has been signed by the offending physician ond completely filled in by the funerol director, 


lached for use as the buriol-tronsit permit. 
MEDICAL CERTIFICATION 


buriol, cremation, or remaval, ond in ony event within 72 hours after death, 


TO HOSPITAL OR ATTENDING PHYSICIAN: ths lowssequires thot the deoth certificote be executed within 24 haurs after 


8 21. | certify that | attended the deceased fram. 1935. SAPs tee Z 19.58 that | last saw the deceased 
is alive on_22_December 1258____., and that death accurred at L2 . fram the causes and an the date stated abave. 
= One ADDRESS (Sireet, city or town, stote) DATE SIGNED 
s ACTUAL 
2 oe ? SIGNATURI 2 mo. ....--Liberty-Road at.Eldersburg .__12,26,58. 

ape - 

Z22 | [NAA yen __ Wine He Lawson, Jrey MeDe Sykesville, Maryland 

EoD 20. BURIAL, CREMATION, | 22. OATE THEREOF Zc. NAME OF CEMETERY OR CREMATO 22d. LOCATION [City town, oF count 

eo g 1 RY town, ” (Stote) 

tbe OVAL (Specify) i j 

ee er ae a ae a 
yey CREAM (FY, ITAL GL Lf LselLte oarfAN 5 __'59 has 


mal 


neral director, 


ui 
id be filed with 


Pages 1 and 2 


ate be executed within 24 haurs after death. Page 4 
pletely filled in by 


mave carbon papers. 


72 hours after death. 
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‘OR: After this certificate has been signed by the attending physician and com 
tached for use as the burial-transit permit. 
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TO FUNERAL Di 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


CERTIFICATE OF DEATH 13603 


Reg. Dist. No. 
LP Rueoue DEATH 2. peuae ee (Where deceased lived. If institution: Residence before odmission) 
b. COUNTY 
Carroll ee Maryland Carroll 


b. CITY OR TOWN (If autside corporate limits, write 
RURAL ond give nearest town) 


rural--Westminster 


¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 
x Rural--Westminster 


¢. LENGTH OF STAY IN 1b 
12 yrse 


d. NAME OF HOSPITAL (If not in hospital, give street address) STREET ADDRESS 1S RESIDENCE 
OR INSTITUTION R.D. #6 ON A FARM? 
Ries 9 ves] No] 
3. NAME OF First Middle lost 4, DATE Month Da Yeor 
DECEASED ae BE Y 
(Type or print) PAUL M. ZILE DEATH DEC, 10, 1998 


5. SEX 6. COLOR OR RACE |7. MARRIED [L] NEVER MARRIED. 6. DATE OF BIRTH % ed Contes 
2 te iu“ 
male white |woowo  oworcot | 3-15-1903 ae 
100. USUAL OCCUPATION (Give kind af work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 


during most af working life, even if retired) 
farm laborer farming Maryland 
14. MOTHER'S MAIDEN NAME 


F UNDER | YEAR] IF UNDER 24 HRS. 


eee Days | Hours [ Min. 


12. CITIZEN OF WHAT COUNTRY? 
are 
U.sSe 


13. FATHER'S NAME 


Williem D. Zile Mary E,. Lovell 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? 116. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yer, no, oF unknown) HE yen, give wor or dates of service) > 4 Z, : * fol} > a 
no 7 Mr. Fe. Ae Zile, Glencoe, Md. 


18, CAUSE OF DEATH [Enter only one couse per line for (0). (b) yond ich 3 INTERVAL BETWEEN 
PART I, DEATH WAS CAUSED BY: 1) acull ONSET AND DEAT. 


IMMEDIATE CAUSE (0! 
DUE TO 


Ga 


Conditions, if any, which ( 
gove rise to immediate 
couse (0), stating the under- ( OVETO 


lying cause lost. (¢). 
Pamt Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 3(0)|19. WAS AUTOPSY 


PERFORMED? 
ves [] NO cm 

200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port I or Part If of item 18.) 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Day, Yeor {20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 

Hour oo. n. While Not while factory, street, office bldg., ete.) | 

p.m, Ww jot work [J at work [} 1 


21. t certify that | attended the deceased from.__ Ran, 1949, to Lr fhe 1 O., 19.SSthot | last saw the deceased! 
alive on_____©& JAE MOG, wSF and ‘fat death occurred atl9,'/$_£7.M, from the causes and an the date stated above. 


ADORESS (Sireet, city or town, stote) DATE SIGNED 
Mo. Veta a Hulse 


MEDICAL CERTIFICATION, 


ACTUAL 
SIGNATURI 


PHYSICIAN'S 
NAME (Type! Ee ee a ee Ree arses Sat ea 


Reo. RORIAL, qos ‘2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY Z2d. LOCATION (City, town, or county) (Slate) 
BOL TE ~13-1958 | St, James Carroll Co., Maryland 
}23. FUNERAL DIRECTOR'S SIGNATURE 5 ADORESS 2da. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
pAREC 1 5°58 Cc 1d. fae 


C. M. Waltz, Winfiera, Md. 


‘© HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs after death? Page 4 


may be retained by the hospital ar attending physician. 


< 21. | certify that ( attended the deceased fram__ pel Tee, eae a 195d that | last saw the deceased 
5 alive on_ faa & eee 199.8 ind thaf death accurred ata? i——_.M, fram the causes and an the date stated above. 
035 " ¥ re, city or town, stote) wd DATE SIGNED 
@ | ste IM INT panel a LM eee. Lat L226 SP 
aga 1 } y 
3 i 
zi: cmos We Foard MM: . 
zg° o BURAL, CREMATION, | Rb, DATE THEREOF Tic, NAME OF CEMETERY OR CREMATORY 3s JOCATION (Ci, tw, or coun (Stote) 
2 = RS i) i > 
oe fdecce | 2-27 1935 Yosee) ech VW eZ, (Heeeee a— 
ee d RAL DIRE inf’) ATAT OR! ADDRESS 2da. RECPAY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
¥8,A15 (4 Bae / é is k ¢ F ‘LA paREC “2 9 ‘58 Chithut &, Mian 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
13613 CERTIFICATE OF DEATH 13604 


Reg. Dist. No” ~ 
2 USUAL RESIDENCE y, ere decegsed lived. If institution: Residence before imac) 


Titers G “PELE 


PLACE OF DE 
COUNTY 


MARYLAND: 


ro] b. city OR TOWN (if outside i i ¢. LENGTH OF STAY IN Ib ©. =) OR TOWN (If oytside torporote limits, ite RURAL ond give nearest town} 
3 Lond give neorest fown) b ; ( 
§ / Z tg |x” We 
d. NAME OF HOSPITAL (if not in rikoagitet give street odchess) yd. STREET ADDRESS @. 1S RESIDENCE 
TO OR INSTITUTION / ON_A FARM? 
First Middle fost 


> Bee gs /,; an me 
{Type or print) HA f) _— le ILL AM aoe Use fim Ace” 26 i 19 nag 
5. SEX &. ee) RACE | 7. maRRIED [_] NEVER MARRIED [7] | 8. DATE OF a AGE {tn yeort cae an 4 YEAR] IF UNDER as 2. 
Z Ke / & Ce ie Months] Doys | Hours 
wipoweo [i DivorceD [1] ey 
00. USUAL OCCUPATION td) od of wark done] 10h, KIND OF BUSINESS OR INDUSTHY]11. BIRTHPLACE (Siote or Wreign Lol 12. CITIZEN ny RAN COUNTRY? 
dirjdg most of working lite, even it retired) ij } 
A ¢ YZ 
= 14. MOTHER'S MAIDEN NAME ‘ 2 
gk 4 iG q i 
ptr fy 4 
uf : ; fy ¥ = f 
2 YEA 


18. CAUSE OF DEATH [Enter only one couse per fine for (0), (b), ond a att . INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: Ge ONSET AND DEATH 
ny + IMMEDIATE CAUSE (o} 


uo DUE TO 


Conditions, if ony, which by 
gove ri to immediote : 
couse (0), stoting the under: ( CUETO 


lying couse fos © 


« 


Sa 


Then please remave corbon papers. Pages 1 and 2 


Fa Fant OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)]19. WAS AUTOPSY 
O\s (| 2 q € ‘ea < ves) NOG 

= |200. ACCIDENT WAS UNDERLYING. D_ | 20b. DESCRIBE HOW INJPRY OCCURRED. (Enter noture of injury in Port t or Part M1 of item 18.) 

& [OR CONTRIBUTING (CAUSE OF DEATH 

& |e EMTHER, NOTIFY MEDICAL EXAMINER) 

& |20. TIME OF INJURY Month, Dey, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20H. (City or town) (County) (Stote) 

a Hour o.m. While Notiwhile foctory, street, office bidg.. etc. A 

= p.m. 19 ot work [J ot work [J ‘ 


, cremation, ar remaval, and in any event within 72 houts-tflerdeath. 


R: After this certificate hos been signed by the attending physicion and completely filled in by the 


ached far use as the burial-transit permit. 


